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SPOROTRICHOSIS.* 
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For the past several years I have felt that there was a need of calling attention 
of practitioners of medicine in Oklahoma to a comparatively newly discovered 
disease, though which no doubt has existed for many centuries, undiagnosed or 
described under other headings. A disease which most frequently begins as a 
single superficial lymph gland infection upon an exposed surface of the body, 
thence spreading through the same lymph vessel or chain, upward or downward 
toward the trunk and deeper channels of the lymphatic system. 

This disease is now known to be of not infrequent occurrence, though formerly 
known by medical practitioners under various names, such as Lymphangitis, 
Tubercular Lymphangitis, Syphilitic Lymphangitis, and in United States Bureau 
of Animal Industry and by veterinary surgeons as Spurious Farcy, Mycotic Gland- 
ers, etc. 

This disease was not known in medical literature under its present name until 
in November, 1898, when Dr. B. B. Schenck,! of Johns Hopkins Laboratory, 
proved by culture a specific organism which was given the name Sporothrix. Dr. 
Schenck carefully studied and made experimental inoculations of dogs and guinea 
pigs from an infected hand of a patient who had come from St. Louis for treatment 
at the Johns Hopkins Free Dispensary. 

In his report through the Johns Hopkins Bulletin, Dr. Schenck acknowledges 
assistance in the classification of this new organism and the naming of the disease 
Sporotrichosis, to Dr. Erwin F. Smith of the United States Department of Agri- 
culture. 

This case which was studied in the Johns Hopkins Dispensary during Novem- 
ber, 1898, and published in the December Bulletin, is so far known as the first case 
reported in the world. In 1899, Brayton, of Indianapolis reported a clinical study 
of a like case which no doubt was correctly diagnosed, sporotrichosis. 

Since the above named publications, numerous reports of cases from various 
parts of the United States have been made by dermatologists and surgeons. 

Hyde and Davis,? of Chicago, both now deceased, in the year of 1910 drew a 
relation between a case in their practice to that of an epidemic of glanders in horses 
of the same community, in the State of Dakota. Soon after these reports, Drs. 


*Read in Section on Genito-Urinary and Skin Diseases and Radiology, Annual Meeting. Muskogee, May 21, 1919. 
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Beurmann and Raymond, of France, began to find many cases of this same disease 
in France which had previously been undiagnosed or incorrectly named. 

Hekteon and Perkins,’ of Rush Laboratory, gave much information as regards 
cultures, inoculable animals, etc., Sutton, of Kansas City, gave early reports of 
several cases in patients from Western Kansas, and at various tan and in different 
localities other cases have since been reported. However, so far less than one 
hundred cases have been reported in the United States though no doubt many more 
have been treated without reporting. 

In the practice of Dr. M. M. Roland, my associate, and myself, we have treated 
not a few cases of this disease since our first diagnosed case in 1911, though this 
is our first public report of same. 

Sporotrichosis is due to a specific budding round or oval shaped organism 
known as the sporothrix. This fungus-like organism is not easily stained and is 
best isolated by a four to eight day culture in ordinary media, such as peptone 
glucose, agar and potato. 

The disease is most frequently found in those who have been handling or have 
been associated with horses, cattle, sheep, dogs, rats, or mice. Horses seem to be 
specially susceptible and good carriers of this infection. 

Sporotrichosis usually begins upon an exposed part of the body which has 
previously suffered trauma, maybe only a slight abrasion or scratch. The disease 
begins as an infection in a superficial lymph gland of the derma and is manifest 
as a papulo-pustule, erythematous or deep red in color, gummatous in appearance 
and feel, and slowly though persistently progresses upward or downward, involving 
other lymph nodes along the same lymph chain toward the trunk and deeper lymph 
vessels of the body. This chain of septic necrosing glands when incised or ruptured 
gives a copious discharge of purulent necrotic matter, have subdermal sinus con- 
nections and are rebellious to all ordinary surgical treatment. This disease is 
characterized by the small amount of attending pain and lack of elevation of body 
temperature. 

Unlike most other lymphatic infections, the sporothrix is satisfied with pro- 
gressing along the same lymph chain throughout its course unless by accidental 
inoculation another and different lymph course takes on a like progressive infection. 

The enlarged lymph nodes may be palpable for some distance beyond the vis- 
ible gummatous, reddened or pustulating lesions. There seems but little or no 
tendency for spontaneous healing of any of the glands after they have ruptured or 
have been incised like as in other similar infections. It is possible and perhaps not 
a rare incident for this disease to progress to the larger and internal lymph channels 
thence to the venous system and death be caused by septicemia or secondary in- 
fections. 

CASE REPORTS 

Case No. 1. Clarence G., of Weatherford, Okla., age 12, who was daily as- 
sociated with domestic animals, cut his thumb with a pocket knife about December 
25, 1910; incision failed to entirly heal. Several days later he noticed tender, 
red nodes of infection near and above injury. Later he noticed similar tender 
nodules extending upward along radial side of forearm. These nodular, inflamma- 
tory lesions continued to grow worse and the family physician was called. The 
infected glands were incised, dressings applied daily for several weeks, but the 
infection continued to spread upward until the whole length to the axillary space 
of this particular lymph chain became involved. He was referred to us by Dr. 
J. M. Gordon, of Weatherford, Okla., March 25, 1911, when from the finger and 
dorsum of the hand to almost the whole length of the arm was a chain of disc harging 
pustules and sinuses as shown in photograph. (Fig. No. 1.) 

Diagnosis was at first puzzling and ordinary treatment was given with no im- 
provement, until the sporothrix infection was ‘suggested by Dr. Roland, my as- 
sociate, and a positive culture was made by Dr. Clifford, City Pathologist, several 
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days later. After diagnosis was proven by culture specific, treatment was begun. 
The discharge soon began to lessen and the lesions to heal rapidly. Treatment 
consisted of local applications of tincture of iodin and superficial x-raying. Also 
patient was given potassium iodin internally, 15 to 30 grains daily, until complete 
recovery. 

Case No. 2. Edward S., age 15, Oklahoma City, was referred to us by Dr. 
W. P. Lipscomb, February, 1915. Gave history of slight abrasion on elbow several 

















Fig. No. 1, Case No. 1. 


weeks previously. He frequently played around a dumping ground where all 
kinds of refuse, including dead animals, were thrown. Case now presented five 
or six necrosing lymph glands internal to and near elbow, extending upward toward 
arm pit, along one of the internal lymph chains. These infected, red necrosing 
glands had been incised and carefully treated and dressed by Dr. Lipscomb for 
several weeks, but had so far refused to heal. On his first visit to our office a 
diagnosis of sporotrichosis was made and a culture taken, but failed to grow due 
to an accident in laboratory. 
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Patient made a rapid recovery in about fifteen days under tincture of iodin 
and x-ray locally, with potassium iodide, 30 grains daily internally. 


Case No. 3. Buel, C., age 19, of Hydro, Okla., living on a farm, was referred 
to us June, 1917, by Dr. Henke. Gave a history of a painless, red, gummatous, 
nodule, developing just above and near inner canthus of left eye, two months 
previously. Soon followed by other like suppurating nodules forming under eye 
and downward along course of lymph chain, external to alae of nose. These sub- 
dermal abscesses had been incised, drained, carefully treated, though had continued 
to discharge pus and progress onward for the past six or eight weeks. A diagnosis 
of sporotrichosis was made upon the history and clinical appearance. The ap- 

















Fig. No. 2, Case No. 4. 


plication of tincture of iodin and x-ray locally and potassium iodide internally 
produced a rapid and successful recovery within sixteen days. 


Case No. 4. Miss L., of Oklahoma City, age 35 (Fig. No. 2), was referred to 
us by Dr. LeRoy Long, January 23, 1919. She gave the following history: While 
spending the summer of 1918 in the mountains of Colorado, she had daily noticed 
and petted a stray horse which grazed around her lounging place. She recalls 
having a pin scratch on hand about same time, also that the horse appeared not 
in best of health. Soon thereafter she noticed red, tender lymph nodes beginning 
upon wrist. These tender, red, nodular suppurating glands gradually continued 
to extend upward along forearm until a few weeks later they had reached about 
the lower third of upper arm. 
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Before leaving Colorado she had consulted and been treated by a reputable 
physician of Denver. After her return to Oklahoma City in the Fall, she had 
consulted two or more reputable surgeons of Oklahoma City who had incised and 
carefully dressed these necrosing glands, though the copious discharge of creamy 
pus had continued. Upon her first visit to our office a diagnosis of sporotrichosis 
was made and a culture taken to the University Laboratory. Dr. Gastineau, 
then head of the Laboratory, was able to obtain after the fourth day a beautiful 

















Fig. No. 3, Case No. 5. 


Note: the parallel chain of infection due to the orignal transvere injury. 


round white fungus growth which later changed to the typical brickdust brown color. 
He was able to clearly demonstrate, microscopically, branching fungus, consisting 
of mycelial threads and spores. 

Treatment given was local applications of tincture of iodin and superficial 
X-raying, also potassium iodide internally. Rapid improvement was noted in a 
few days, and at the end of three weeks all discharge had ceased and complete heal- 
ing had taken place. 
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Case No.5. Mrs. W., age 45, of Edmond, Okla., came to University Medical 
School Free Dispensary, 1919, presenting appearance as seen in Fig. No. 3. She 
gave history of a wire scratch across wrist, about three months previously. The 
scratch did not heal satisfactory, though patient continued her daily routine of 
work, one of which was to milk several cows. Ten or fifteen days after the injury 
she noted swelling, tender, red nodes around wound which spread upward parallel 
to and over radius. These inflammatory nodules, slowly progressed, later rupturing 
with a copious discharge of thick creamy pus, until when presenting herself at the 
dispensary the chain infection was clearly traceable to armpit. When dressings 
were removed, pus fairly dripped to the floor from almost numberless necrosing 
glands. She had been carefully attended by her family physician, who had, ac- 
cording to her report, made more than forty incisions at various times though with 
no apparent success in treatment. 

Upon first examination a diagnosis of sporotrichosis was made and a culture 
given to the University Medical School Laboratory. Culture proved positive 
after the fifth day, was demonstrated microscopically and ran its usual course and 
changes of color. This case was kept in the hospital, made rapid improvement 
under the usual tincture of iodide locally, potassium iodin internally, and was dis- 
charged at end of three weeks practically cured, though was kept under observation 
for several weeks later until all ulcerations had healed. 

Some four or six other like cases which have occurred in our practice during the 
past eleven years might herein be described, though the above delineated cases are 
sufficient to illustrate the usual and common manifestations of this disease which 
perhaps is not so rare as was formerly considered. It should be stated that in 
none of the abeve described cases was there noted at any time a rise of temperature 
above 99.59. 

Briefly summarizing the diagnosis: First: A patient, who may have been 
associated with domestic animals such as horses, cattle, sheep, goats, dogs, cats, 
etc., or may have come in contact with cleanings or refuse from such animals. 


Second: Perhaps a history of an abrasion on exposed part, followed by red, 
tender, though comparatively painless nodular or gummatous-like glandular infec- 
tions, spreading upward or downward toward the trunk of the body along a super- 
ficial lymph chain with no inclination to spread to other lymph channels unless by 
secondary inoculation. 

Third: This infection is accompanied by slight, or no rise of body temperature, 
unless large areas or the trunk or deeper chains may have become involved. 

Fourth: These necrosing glands are slow to rupture, though after rupture 
or after they may have been incised there flows almost continuously a copious 
discharge of creamy pus, both from the glands and their connecting sinuses. 

Fifth: A round, white fungus culture changing to brick dust brown, from 
which branches of oval-like spores may be demonstrated by either a low or high 
power lens. 

Finally: Perhaps the infection of the lymph system with the sporothrix of 
Schenck is less benefited by incising, drainage, and aseptic dressings, though yields 
more constantly to specific iodid or x-ray treatment than any other of the known 
lymph infections. 

Type References: 
1. Bulletin, Dec., 1898, Johns Hopkins Medical College and Hospital. 
2. Jour. Cutaneous Diseases, July, 1910. 


3. Jour. Experimental Medicine, 1900, Vol. 5. 
4. Boston Jour. of Medicine and Surgery, Feb., 1911. 
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DISCUSSION. 

Doctor Wood, Tulsa: Doctor Lain’s discussion of sporotrichosis is very 
complete, and there is very little that I could add. The photographs that he has 
passed about are those of very typical cases and I only wish to make a few remarks 
in regard to it, or rather amplify a few of his remarks. 

For instance, in relation to the frequency of it. There is no question but it 
is far more frequent than has been recognized in the past, and throughout the 
Mississippi valley is its favored location. In other words, the majority of cases 
occur in the Mississippi valley, and those cases, as described by men outside that 
region, a great many of them have originated in that particular locality. 

In this part of the country, Oklahoma, Kansas and Missouri, it is very prev- 
alent; it is much more prevalent than it is in any other section of the country. 

Just a word here, too, in regard to the diagnosis, or, rather, the differential 
diagnosis. There are, perhaps, two conditions that the doctor, I believe, did not 
mention, that might be mistaken for, or, rather, that sporotrichosis might be con- 
fused with. One is blastomycosis, particularly in adult males, who are in the habit 
of being around animals, hostlers, and so forth. Two conditions exist among the 
same class of people, those who are in contact with animals, and another that 
might be confused, and I believe such by most authorities, as they sometimes bear 
some considerable resemblance, is the T. B. cutis. Now, this can be differentiated 
rather easily and by culture of the lesion and microscopical examination. The 
anatomical locations vary. The sporotrichosis, as the doctor has described, has 
a predilection for the particular lymphatic channels draining the area, while the 
T. B. cutis is apt to be isolated in a single lesion, and as is the same with blasto- 
mycosis. 

I have nothing to add in regard to treatment, only that the doctor has outlined 
a very simple method and it is a very sure one, and as he says, and is agreed by 
all authorities on dermatology, I think, that many a case has probably been diag- 
nosed as syphilis and cured in the lesions infected under the use of iodid potassium 
for staphylococci infection, and responds to the local application of iodin. 

I don't think there is anything further that I care to say in regard to the sub- 
ject. 

Dr. C. H. Ball, Tulsa: I have been dealing with skin diseases as a specialty for 
about twelve years. I was associated for several years with the skin and cancer 
hospital in St. Louis, clinical instructor of dermatology at St. Louis University 
for ten years, and I have never seen a case of sporotrichosis. I don’t know what 
it is. Now, whether I wasn’t able to recognize it, or whether it was not in effect 
at that time, I do not know. I have been in Oklahoma for two years, haven't 
seen any case here, have had some mean cases of skin diseases, but I have not 
recognized a single case of sporotrichosis, so I don’t know a thing about it excpet 
what the books say and Doctor Lain says, so I am hardly in a position to discuss 
it. He speaks of spores and micella, of course we get those in all forms of mytana, 
and I have seen blastomycosis, but the sporotrichosis is a new one on me, and I 
am going to look out for it if it is prevalent in this country. 


Dr. C. R. Day, Oklahoma City: There was one statement made by Doctor 
Lain that I would have you remember and take home with you for future use, 
and that is the one that it is a disease that is frequently misdiagnosed, treated to 
a complete recovery without a diagnosis. I think that there is the secret of the 
failure to have seen cases of sporotrichosis. In 1904 I saw my first case. At that 
time I was not specializing. I diagnosed the case as staphylococci infection; it 
was a lesion on the back of the hand. It continued to spread with that single red 
line as described by Doctor Lain, with the nodules appearing at frequent intervals 
successively developing pus, being opened, continued to spread just as he described. 
At a loss to know what to do after continuing treatment for something like two 
weeks, I proceeded to saturate my patient with iodid of potash and in about six days 
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all symptoms had subsided. I afterwards learned that clinically I had a case of 
sporotrichosis; since that time I have seen a number of cases. Doctor Lain has 
given you a very good description of the disease, he has outlined the treatment as 
well as I know, and he had another treatment that I know is a successful treatment. 
It is a more frequent disease than is usually considered, because of the fact that the 
surgeon and general practitioner find these cases, take them for a simple blood poi- 
son, a streptococci infection or staphylococcic infection; usually a streptococci is 
what they consider it because of the manner in which it develops and spreads; that 
red line that appears in the skin, and the pus is indicative, being, as Doctor Lain 
says, a single line, except where it had a double infection at the same time, got a 
double line, but that single line, as distinct as though it was made with a crayon, 
following the lymphatic vessel, is one wherein, if you make your laboratory ex- 
periments, I will almost guarantee you will find sporotrichosis, and it is a rather 
prevalent disease in this section. I have never found it elsewhere, and therefore 
do not know. 

The two points raised by Doctor Wood, one of them in reference to the differ- 
ential diagnosis between sporotrichosis and blastomycosis, as a point of differential 
diagnosis, is easily made, because blastomycosis never, in my observation, I am 
speaking about now, never produces a red line extending along the lymphatic chan- 
nel, neither is it a cutis tuberculosis. These diseases do not have that red line, 
and when you see that single red line following the lymphatic vessel, followed with 
nodules here and there, look out for sporotrichosis. 


Doctor Lain, closing: Mr. Chairman, I do not wish to take your valuable 
time, or to consume more time in so full a program as you have before you to be 
discussed today. I want to thank Doctor Wood, Doctor Day, Doctor Ball, 
for their very pleasant discussion and complimentary remarks, also thank 
you, Doctor Wood and Doctor Day, for calling my attention to an omission with 
reference to two diseases with which sporetric -hosis might be possibly confused, 
blastomycosis and tuberculosis of the skin. Tuberculosis of the skin of that type, 
viz: lupus, as it is commonly known, you find a tubercle organism, independent 
of the lymphatic channel, and you can by culture prove it very easily. 

Again I want to impress you, gentlemen, to watch out for this disease and do 
not fall down in your diagnosis like so many of us in the past. My first case ran 
over six weeks before I made a diagnosis; it is not a rare disease, you can cure 
them by saturating them with iodin, and my personal opinion is that in the past 
many cases of syphilis have been treatec cases of sporotrichosis 
have been treated as sy philis, with iodid treatment. These are the cases we 
get negative Wassermann in later years, and we wonder how we cured them when 
we had given them only a few drops of potassium. If you see a distinct case as 
I have outlined, you will relieve yourself of a great deal of embarrassment by be- 
ing able to make this diagnosis early and relieve the patient without his having to 
visit from physician to physician like so many cases of the past. 





Washington, D. C. Over 10,000 discharged, disabled soldiers were under- 
going treatment in Public Health Service hospitals, or under contract with private 
hospitals, during January, according to tabulated returns. The number of ap- 
plicants for treatment under the War Risk Act is constantly increasing, as the men 
become familiar with the fact that they are entitled to free treatment. 


St. Louis, Mo. Extensive surveys are being made by the United States 
Public Health Service of school and home conditions of children in several sections 
of Missouri. It is expected to result in medical supervision of schools and the 
establishment of health centers where deficient children may receive medical 


attention. 
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RELATION OF FOCAL INFECTIONS TO SKIN DISEASES.* 


Cuarves H. Batt, M. D. 


TULSA, OKLAHOMA 


While I am comparatively a tenderfoot in the medical fraternity of Oklahoma, 
having only practiced in this state since March, 1917, and having lived in St. 
Louis, Mo., for twenty-five years previous to coming to Tulsa, it was from El Reno 
that I went to St. Louis. 


Some thirty-odd years ago I assisted in the publication of the Indian Journal 
in this beautiful city, which at that time consisted of a total population of about 
200. During my residence here we printed the statutes of the Creeks, Choctaws 
and Chickasaws, Seminoles, and several other Indian tribes in their own language. 
About three or four years later I conducted a cotton yard and bought cotton at 
Davis. 

A year or two after the original opening, at the Oklahoma City Times-Journal 
office, I printed and published the first catalogue of the first Oklahoma State Fair, 
which I was compelled to take to Guthrie, where Frank Greer, one of my fellow- 
townsmen of Tulsa, published the State Capital, to have the same bound in book 
form, he having then the only bindery in the territory. 


The Cheyenne and Arapahoe opening, a year or so later, attracted me to El 
Reno, where I published the El Reno Eagle, and made the run, securing a number of 
town lots at Okarche and 160 acres of land, but was finally frozen out by contests, 
which were the curse of that period, and retarded the development of this country 
very materially. 


Leaving El Reno about twenty-six years ago, I returned to my home near St. 
Louis, where I found my father on his death bed. He was a graduate of the Cin- 
cinnati Medical College, having served four years as a surgeon in the Civil War. 
I realized at that time that I had made a mistake in not taking up medicine sooner, 
as he had a very large practice, which I would have fallen heir to, at least in part. 


Muskogee has also some sad recollections for me, for it was here that my mother 
died ten years ago, while on a visit to my sister, who resided in this city at that time, 
and my mother was laid away in one of your beautiful cemeteries. 


For twelve years previous to coming to Tulsa, as Clinical Instructor of Derm- 
atology in the Medical Department of St. Louis University, on the staffs of the 
Barnard Free Skin and Cancer Hospital, City Infirmary, City Sanitarium, Baptist 
Hospital, Christian Orphans Home, and Children’s Home Society, ample material 
and opportunity was afforded for the study of cutaneous medicine in all its aspects. 


While on the staff of the Barnard Free Skin and Cancer Hospital, of St. Louis, 
Dr. Virgil Loeb, Professor of Oral Surgery in St. Louis University, also a member of 
the same staff, made a very exhaustive study of the microorganisms of the mouth 
and teeth over a considerable period, embracing several hundred patients. The 
work was of research character, not only to determine what role they played in 
the causation of skin and allied diseases, but also remote systemic infections. 


Sinclair Tousey, A. M., M. D., Consulting Surgeon, St. Bartholomew's Clinic, 
New York, gives the clearest and most lucid description of mouth infections to 
be found. He says, in part: 





*Read in Section on Genito- Urinary and Skin Diseases and Radiology Annual Meeting, Muskogee, May, 1919. 
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ALVEOLAR ABSCESS. 


This lesion sometimes develops insidiously and without local symptoms, and 
these are the most dangerous cases because unrecognized and untreated. Other 
cases pursue a perfectly frank and recognizable course, as follows: There is 
toothache, followed by a painful swelling of the jaw. These cases naturally seek 
relief at the hands of the dentist, but if they are neglected an abscess forms in the 
jaw bone surrounding the apex of the root, denuding the latter and sometimes con- 
siderably eroding it. In some cases there is more or less necrosis of the jaw. All 
these conditions are clearly shown with almost microscopic detail in a radiograph. 
The usual treatment of a fully developed alveolar abscess is by opening the pulp 
chamber of the tooth, removing the dead or dying nerve, draining the abscess cavity 
through the root canal, enlarging the apical foramen if necessary and applying 
repeated dressings through the root canal, and finally filling the latter with a non- 
absorbent material. Worse cases require also amputation of the apex of the root. 
Still others require extraction of the tooth, with or without curettage of a necrotic 


area of bone. 


The origin of an alveolar abscess is as follows: The pulp or “nerve” of a tooth 
is richly supplied with blood vessels and nerves. It completely fills a cavity 
with unyielding walls, which has a tiny opening called the apical foramen. The 
latter is occupied by what may be called the stem of the nerve, which practically 
stoppers the opening. The pulp may become inflamed from any cause, such as 
exposure to cold, a neglected carious cavity in the tooth substance or some other 
cause. The rigid walls of the pulp chamber prevent any expansion of the inflamed 
and congested mass of “nerve” or pulp. The effect is the same as if an inflamed 
and congested mass of exquisitely sensitive living tissue were forcibly compressed 
into a space only half large enough to contain it. An analogy from general surgery 
is found in the subperiosteal suppuration commonly known as bone felon, in which 
it is imperatively necessary to relieve tension by an incision through the periosteum. 


Attention to the carious cavity, counterirritant applications to the gums and 
an ice bag to the cheek may relieve the congestion and the pulp may return to a 
normal condition. 


Other cases may not have been properly treated or the congestion may have 
been so severe as not to yield to treatment. The inflamed pulp becomes strangulated 
and we have the condition known as a “dying nerve.”” The dentist’s treatment at 
this stage consists in drilling into the pulp chamber and removing the nerve. A 
local anesthetic makes the drilling perfectly endurable, and the same application is 
successful in anesthetizing the “nerve.” This process has many advantages over 
the old method of hastening the death of the nerve by an application of arsenic. 
The removal of a dying nerve and the treatment and filling of pulp chamber and 
root canals commonly prevent any further trouble. 


If the dying nerve is not treated it dies and breaks down into a liquid mass 
of decayed tissue, which often has a foul odor from the presence of microorganisms 
of putrefaction, commonly the streptococcus viridans. This purulent liquid is 
under pressure, and the apical foramen is no longer completely blocked by living 
tissue. Infection passes into the alveolus of the bony socket and soon there is 
an alveolar abscess surrounding the apex of the root. 


Very many, if not most, of the cases of alveolar abscess referred for x-ray 
examination are connected with teeth which have already gone through the 
history of death and removal of the nerve. The x-ray often shows in such a case 
that the root canal has been only partly filled. A cavity remains in the tooth, 
lodging germs, which keep up infection of the jaw and the general system, and on 
oceasion start an abscess in the jaw bone. 
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PYORRHEA ALVEOLARIS. 
(also called Riggs’ Disease). 


This is another disease the symptoms of which point directly to the teeth, 
and which the dentist is naturally called upon to treat. The name implies a dis- 
charge of pus from the alveolus or tooth socket. The gums around certain in- 
dividual teeth are swollen and usually red and bleeding, but sometimes white and 
cartilaginous. Pressure upon the gum causes an escape of a drop of pus along the 
neck of the tooth. And this may be repeated every five minutes. Day and night 
this discharge of pus and infected blood is swallowed with the saliva. The pus 
comes from a pocket extending from the neck of the tooth perhaps even beyond the 
apex of the root. The root of the tooth is often covered by dense black adherent 
calcareous scales. The pocket is formed by greater or less absorption of the alveolar 
process surrounding the affected tooth. The pocket may be demonstrated by 
passing an instrument into it, as is done by the dentist for the purpose of removing 
scales and applying suitable antiseptics. In the presence of the scale-covered 
root of the tooth and under the influence of the constant suppuration there is pro- 
gressive absorption of the alveolar process until the tooth lies loosely in a large 
painful cavity, from which it is an act of mercy to extract it. The pocket is 
clearly demonstrated by the x-ray, and in many cases the radiographs reveal the 
cause of the pyorrheal pocket. Sometimes an unerupted supernumerary tooth 
pressing upon the root of another, thus acting as a constant source of irritation, 
is the original starting point of the pyorrhea. 

In other cases the x-ray shows a root filling extruded through the apical 
foramen or through a false passage and forming an irritant foreign body. Removal 
of the offending substance, either through the root canal by enlarging the foramen, 
or, more effectively, by an amputation of the apex of the root, cures such a case, 
and other methods of treatment must necessarily fail. A retained root or an 
instrument broken off in the bone will sometimes keep up a discharge of pus. It 
used to seem desirable to allow a stump to remain after the crown of the tooth 
had all vanished through decay. This was on the theory that any kind of a root 
tended to prevent absorption of the alveolar process and so preserve the contour 
of the face. Recent cases have shown that this is sometimes dangerous. In one 
case an alveolar abscess of such a root was the seat of infection producing cardiac 
and arthritic lesions. In another case infection from such a retained root started 
up pyorrhea in a neighboring tooth and acted as a causative factor in neurasthenia. 


GENERAL CONCLUSIONS. 


A putrescent mass in the pulp chamber of a tooth may exist for months or 
years because the walls of the cavity cannot collapse and are incapable of throwing 
out granulations and eventually filling the cavity with healthy tissue, like the 
natural process of curing an abscess in the soft tissues of the body. This putrescent 
mass may constantly poison the bony tissues surrounding the apical foramen suffi- 
ciently to produce an effect clearly recognizable in a radiograph. This condition 
may be unknown to the patient and sometimes not reveal itself to the usual tests 
applied by the dentist. From this long-persisting source of infection secondary 
lesions and symptoms of the gravest and most diversified character may arise. 

The x-ray is to be depended upon to show whether or not the source of trouble 
is connected with the teeth or the pneumatic sinuses, and, if so, whether the trouble 
is due to malposition and unnatural pressure or to infection. It would be a mistake 
to regard every case as due to the teeth and proceed to sacrifice the latter without 
first making a radiograph, which may acquit them of any complicity in the matter. 

The streptococci from para-apical abscesses and pyorrheal pockets will produce 
experimentally in animals inflammation of the heart muscle, vegetations in heart 
valves, infected joints, inflammation in blood vessels, inducing vascular lesions 
and both focal and diffused infections of the kidneys. No doubt, future investiga- 
tion will demonstrate that many cases of appendicitis, salpingitis, ovaritis, and 
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endometritis, when specific (gonococcal or syphilitic) causes are eliminated, may 
have the same origin. ; 

From 12 to 15 per cent. of all individuals admitted to the leading hospitals 
throughout the country suffer from conditions due to mouth infection. 

The streptococcus viridans is constantly present in chronic dental abscesses 
and pyorrheal pockets. The endameba buccalis is also present, but is not now 
considered the primary causative factor. 

Each cubic millimeter of pus around an infected tooth or in the pyorrheal 
pocket contains from 600,000,000 to 800,000,000 microorganisms, usually the 
streptococcus viridans, therefore it can be easily comprehended how the absorption 
of the toxins manufactured by their destruction of tissue can be productive of 
pathological phenomena anywhere in the body. 

Especial study has been done in arthritis, acute and chronic ulcer of the 
stomach, heart lesions, pernicious anemia, nephritis, and nervous diseases of the 
neuralgic type, and no important distinction has been found between dental 
abscess and pyorrhea as causative factors in these diseases. Even in cases originat- 
ing from tonsillar or other large foci of infection the presence of pyorrhea or dental 
abscess will keep up the disease after the large focus has been cured. 

The following are some of the principal diseases that have been directly traced 
to infection of the teeth or pneumatic sinuses of the face: Tuberculosis, arthritis, 
pleurisy, endocarditis, meningitis, hemiplegia, neuritis, neuralgia, tic doloreux, 
sciatica, arterial hypertension, cardiac lesions, exophthalmic goitre, eye diseases, 
such as neuroretinitis and episcleritis, tinnitus aurium, spinal cord lesions, such as 
sclerosis, gastric and duodenal ulcers. 

In my work in dermatology the lesions of a large percentage of skin diseases 
are merely symptoms of a disturbance of metabolism, and the role played by the 
teeth and pneumatic sinuses of the face is no inconsiderable one. ‘Two of the dis- 
eases heretofore considered practically incurable, psoriasis and dermatitis herpet- 
iformis, since the recognition of the dental and oral factors, are now much more 
amenable to treatment. 


Oliver S$. Ormsby, M. D., Professor and Head of the Department of Skin and 
Venereal Diseases, Rush Medical College, and James Herbert Mitchell, M. D., 
Hyde Memorial Fund Fellow, Assistant in Cutaneous Pathology, Rush Medical 
College, make the following contribution to the subject: 


“The influence of focal infection in the etiology of systemic disease, so 
convincingly revealed by Billings, Rosenow, and others, suggests a fruitful 
field for research in dermatology. This is true, not only because so many 
dermatoses are of obscure origin, but also because the enunciation of this 
new doctrine has brought with it a distinct and direct contribution to our 
special branch of medicine. Its indirect value must largely depend on the 
application we shall make of the principles it has established. 

“In a series of fifty cases of cutaneous diseases, E. D. Chapman, of San 
Francisco, found evidence of focal infection in forty-nine. Of these forty-nine 
patients, thirty-five cases had abscesses in the teeth alone. 

“The author makes the following classification of the dermatoses which 
may possibly be due to focal infection: 

“Group 1. Those considered in some relation with arthropathy: (1) 
ery thema nodosum; (2) erythema multiforme; (3) eczema (gouty); (4) psor- 
iasis. 

“Group 2. Those considered in some relation with neuropathy : (1) lichen 
planus; (2) lichen simplex (Vidal); (3) herpes simplex; (4) herpes zoster; 
(5) eczema (neurotic); (6) alopecia areata; (7) dermatitis herpetiformis; (8) 
scleroderma; (9) vitiligo. 

“Group 3. Those considered in some relation with tuberculosis: (1) 
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erythema induratum; (2) lupus erythematosus; (3) lupus vulgaris; (4) lichen 
scrofulosorum; (5) various tuberculides. 

“Group 4. Those arising from a focus in the skin itself: (1) impetigo 
contagiosa; (2) infectious eczematoid dermatitis; (3) various streptococcus 
infections. 

“Group 5. Those considered in relation with anaphylaxis: (1) eczema; 
(2) urticaria; (3) erythema multiforme; (4) angio-neurotic edema. 

“Group 6. Miscellaneous: (1) rosacea; (2) granuloma annulare; (3) 
chilblains; (4) Raynaud's disease. 

“A summary of the author's cases indicate: 

“Of six cases of alopecia areata, five showed infection of teeth and one 
marked post-cervical and post-occipital adenopathy. Of two cases of chil- 
blains each showed infection of teeth. One case of dermatitis herpetiformis 
showed infection of teeth. Of four cases of circumscribed eczema each showed 
infection of the teeth. One case of erythema induratum showed infection of 
the tonsils. One case of erythema nodosum showed infection of the tonsils. 
Of two cases of erythema multiforme one showed infection of the appendix 
and one of the maxillary sinus. Of two cases of herpes facialis each showed 
infection of the teeth. Of four cases of lichen planus each showed infection 
of the teeth. Of two cases of lichen simplex of Vidal each showed infection of 
the teeth. Of seven cases of psoriasis five showed infection of the teeth, one 
infection of both tonsils and teeth, while the remaining one was apparently 
free. A roentgenogram was not made of the teeth in this case for the patient, 
though over thirty years of age, had apparently a perfect set of teeth and had 
never had a single cavity to be filled. One case of Raynaud's disease showed 
infection of the teeth and tonsils. Of seven cases of rosacea each showed 
infection of the teeth and one showed in addition an infection of the appendix. 
One case of psoriasiform seborrheide showed infection of the tonsils. Of twe 
cases of urticaria each showed infection of the teeth. Of three cases of vitiligo 
each showed infection of the teeth and two cases of zoster likewise showed 
tooth infection. 

“Tt is interesting to speculate as to why a dental abscess should produce 
in the one case lichen simplex chronica, which is a relatively small lesion, 
asymetrical as a rule, and extremely resistant to treatment, and in another 
case lichen planus, which is generalized and symmetrical, as a rule, and which, 
in our experience, invariably yields to intramuscular injections of mercuric 
chloride, without recurrence. Also, it is an interesting fact that two of the 
diseases which have occupied the attention of the writer, namely, psoriasis 
and dermititis herpetiformis, have the same temporary specific—arsenic; 
both of these diseases are temporarily relieved by the internal administration 
of this drug.” 


In the past eighteen months in Tulsa, the following skin diseases were treated 
by me, and about 90 per cent. yielded rapidly when the focus of infection was as- 
certained and appropriate measures applied. The diseases due to animal and 
vegetable parasites are not included. Most of them had their origin or were 
aggravated by the infections of the teeth. 


Epithelioma (superficial), including rodent ulcer, carcinoma, sarcoma, fibroma 
and fibroadenoma, 71; acne (all forms), 53; cheiro-pompholyx, 37; dermatitis (all 
forms), 25; pityriasis rosea, 21; psoriasis, 17; impetigo contagiosa, 17; verruca 
planum, 13; eczema (all forms), 12; seborrhea (all forms), 10; sycosis, 9; erythema 
multiforme, 6; erysipelas, 6; pellagra, 6; alopecia areata and dermatitis herpeti- 
formis (each), 4; dermatitis pappilaris capillitii, carbunculosis, vitiligo, furunculosis, 
lichen urticatus, herpes preputialis and keloid (each), 3; urticaria, angioneurotic 
edema, lupus erythematosus, lupus vulgaris, pruritus senilis, herpes zoster, ecthyma, 
erythema (idiopathic), telangiectasis, erythema nodosum (each), 2; abscess, 
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ichthyosis, asteatosis, hyperidrosis, lichen planus, blepharitis, epulis, varicose 
ulcer, leucoplakia buccalis, dermatitis venenata, pruritus ani, milium and purpura 
hemorrhagica (each), 1. 

I wish also to record a case of Hodgkin's disease (lymphatic leukemia) which 
is now under treatment with the x-ray and is making very satisfactory progress 
since all of his old snags and bad teeth have been removed. 

One of the most interesting cases in this connection came under my observation 
on March 10th. The patient was referred to me by Dr. Arthur L. Stocks, of Mus- 
kogee, who later wrote me as follows: 

“Dear Doctor Ball: Your card received relative to J. G. It being more 
convenient for him to have treatment in Tulsa, I recommended him to go and see 
you, and when he got ready to go told him that I would write you in the matter. 

“Some time ago he had an operation for appendicitis, and they found a mass 
around the rectum. A section of this was made and submitted to the pathologist, 
who reported that the specimen examined was not malignant. 

“Subsequently the mass grew so that when he was referred to me, the finger 
in the rectum met a mass the size of a foetal head, and the pressure of the tumor 
closed the urethra, so that the bladder was dilated with urine to about the size of 
an eight months pregnancy. 

““We started the x-ray treatment, with very little hope of even temporary relief, 
and were happily disappointed. 

“I gave him cross-fire treatment over the mass; first day on the left, anteriorly; 
second day, on the right; third day, on the left, posteriorly, and, fourth day, on 
the right side, posteriorly, using 6 milliamperes, 8-inch back-up, 5 millimeters of 
aluminum filter and a piece of sole leather. I have been repeating the above about 
every three to four weeks. | 

“T am inclined to think the case is a malignancy, and the probabilities are that 
the pathologist got a piece of lymphoid tissue, and not of the mass under suspicion.” 

This boy, 13 years of age, very tall for his years, and considerably emaciated, 
came limping into my office, humped over like an old man of 70 or 80. 

The onset of his ailment was in May, 1918, when he first complained of pelvic 
pain. There was a digital examination of the rectum, following which there was 
a discharge of pus from the same, lasting about two months, possibly an abscess 
that ruptured into the rectum. I am venturing a guess that it was a psoas abscess. 
Following this he was operated upon and his appendix removed, and the mass men- 
tioned by Dr. Stocks revealed. Since that time he had been making very little 
headway, the principal reason being on account of severe pain, extending from the 
pelvis down his thighs and legs, which did not permit him to sleep more than two 
or three hours continuously every night. This pain was so intense that he would 
moan and cry out so loudly that he could be heard a block or two away. There 
was also more or less paralysis of the sphincters, so that urination was only possible 
after severe straining, and defecation took place only after drastic cathartics 
and enemas. A physical examination showed the patellar and achilles reflexes 
absent, slightly positive Babinsky and Romberg, with increased sensory responses. 
Argyll-Robertson negative. 

The abdomen was distended and the bladder contained a large amount of 
residual urine. The following were the findings of the urinalysis: Odor, rancid; 
color, dark (normal); reaction, acid (weak); specific gravity, 1020; albumen, none; 
sugar, very slight trace; indican, trace; bile, none; microscopical-pus, very slight; 
blood, few red blood cells; mucus, none; epithelium, slight squamous; casts, 3 
hyaline, 2 blood, 1 fatty, 50 fields; cylindroids, none; threads, few; leukocytes, 
few; bacteria, non-pathogenic; crystals, excessive crystalline deposit, the neutral 
calcium phosphates, triple phosphates and magnesium phosphates being the pre- 
dominating. I have never seen a urine so filled with crystals——Knoblock. The 
blood was not examined, neither was there a digital examination of the rectum. 
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The mouth was inspected, and two molars found to be in bad condition. X-ray 
films were made, and one tooth showed an abscess cavity. He was then sent to 
Dr. Reisling to have that one extracted. The doctor reported to me that he found 
at the root of the tooth a granulomatous cavity the size of a hickory nut, which he 
thoroughly curetted out, packed and put in a drain. Later in the day the boy was 
given a 20-minute x-ray treatment, 90 K. V., 3 M. A., 24 millimeters of aluminum 
filter, distance 18 inches, 10 minutes each, anteriorly and posteriorly. That same 
night he was free from pain, getting a good nights’ sleep, the first time in months. 
He was given fractional doses of calomel for several days and solution of magnesium 
citrate as a laxative, with good results. He was given a 20-minute treatment for 
three consecutive days, then twice a week for several weeks, and now is receiving 
a treatment once a week. He has made a gain of a pound a week, the sphincters 
are relaxing, and he has had no recurrence of the pain. The reflexes are also giving 
evidence of a return to normal. 

i am presenting this patient to demonstrate the possibility of organic lesions 
anywhere in the body having as their causative factor or that may at least be ag- 
gravated by focal infections quite remote from the site of the trouble, and, of 
these, the teeth, I am sure, play a part, and to which we should give our most earnest 
study. 

DISCUSSION. 


Dr. A. L. Stocks, Muskogee: Certainly a pathologic condition that would 
remove from our activities one of the greatest Americans, Theodore Roosevelt, 
ought to cause us to pause and investigate the effects of focal infection. Doctor 
Ball has limited it to the teeth in his discussion, but we ought to realize that the 
tonsil, more frequently than we suspect, and a chronic appendix, is the source 
of focal infection. I sometimes wonder whether we are not inclined to become 
irrational in our enthusiasm, as they do in religion, too, to get hold of an idea and 
ride it, possibly, too far. I recall a story of a horse that died on the way, the man 
rolled it down the bank, and a few weeks after, other parties came by and saw the 
horse lying there and said, **Must have been killed by the maggots.” Of course, at 
this time I think it an irrational conclusion when we find carcinoma and epithe- 
lioma to say it is due to focal infection, I don’t know whether Doctor Ball wanted 
us to draw that conclusion or not. 

I rather think those focal infections occurred coincident with the other patho- 
logy that were present, but certainly we ought to look after these conditions, and 
if Doctor Ball is right in his conclusions, myself and two other doctors here cer- 
tainly erred in the diagnosis of the case I referred tohim. It was really a remarkable 
case, and had I had occasion to discuss the matter three or four weeks afterward, 
if 1 had wanted to treat him, I would have been most enthusiastic as to the value 
of the x-ray, for I got identically the same response and the same result as Doctor 
Ball got when he attempted to attend to his teeth. As a matter of fact, his teeth 
were bad, but we decided that it was malignancy and recommended that his teeth 
ought to be attended to, but inasmuch as we expected to refer him to an undertaker 
very shortly we did not urge the matter, and I was very much interested, as I got 
a suggestion from Doctor Ball that did not just coincide with the letter that he was 
reading. 

Doctor Ball: Oh, no. 

Doctor Stocks: Didn't I understand that? 

Doctor Ball: Oh, no. 

Doctor Stocks: I misunderstood you, but I rather suspect that unless we 
are in error that that boy is going to have a recurrence. However, there is a pos- 
sibility, of course, that the lymphatic glands of the pelvis might be responsible 
for the condition. When the Doctor referred him—the Doctor here referred him 
to me, there is no exaggeration to say that the bladder was dilated to the extent, 
at least the size of an eight month pregnancy, he had not been able to urinate a 
stream, excited, nervous, and I despaired doing anything, but saw we must do 
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something. We had already operated and it would not be wise to do anything more 
along that line, and I gave a very intensive dose of the x-ray, with exceedingly 
gratifying results, and I question very much whether, if it was lymphatic infection, 
I would have gotten those results. The boy did fine, slept well, free from pain, and 
the mass that felt almost like a foetal head in the rectum disappeared; it did not 
disappear suddenly, as you would expect by the rupture of an abscess, nor did it 
feel like an abscess, he had no discharge from the rectum or bladder, and 
gradually went away. 


Now, there is a possibility that that case might have been due to the focal 
infection of the mouth; if so, it certainly is a demonstration of the necessity of 
having teeth repaired, correct all the pathological and etiological factors that 
might be causing it, or might even suspect was the cause of the pathology. 


Dr. C. R. Day, Oklahoma City: This is always an interesting subject, no 
matter in whac section it arises. When we speak of focal infections we usually 
refer to infections of the teeth. It has been my observation that in about as many 
of these cases the focal infection is elsewhere in the body as it is found at the roots 
of the teeth. We must not forget that prostatic abscesses are of as much importance 
as abscesses elsewhere, and yet a few of the men look there for the source of the 
focal infection. A few weeks ago I heard a prominent physician in this state 
say that — was due to focal infection in the teeth. I suppose the next 
thing will be that ingrowing toenails are due to focal infection at the root of the 
teeth. We are prone to go too far. 








It has been but a short time ago since a lady visited the office of an ex-president 
of this society, gave him a number of symptoms of her complaint and he said, 
*“Madam, when you get your teeth x-rayed and get all those infected roots removed, 
then I will talk to you.” She turned her head to one side, took her handkerchief 
out of her handbag and slightly wiped her mouth and said, ‘Doctor, do you think 
that will do any good?” Both upper and lower plates being in the handkerchief 
in the handbag. 


I do believe that focal infection causes skin disease, I do believe that focal 
infection causes other cystosmic conditions, but I do likewise believe that it is an 
unwilling horse that we are riding for our own protection. A few years ago we were 
operating and removing the appendix from everybody who had a pain whether they 
had appendicitis or not, just as in the case where a woman had a headache, we re- 
moved her ovaries, and now the fad is to remove the teeth, to remove the teeth. 
I believe within a short time, when we have come to the conclusion that we need 
our teeth in the future, and let some of the men who are continually looking at the 
teeth and x-raying the teeth, and finding the cause of all sorts of disease in the 
teeth, please look at the other end. 


Dr. A. L. Stocks, Muskogee: If I may be pardoned, Doctor, you suggested 
one little thing, if he will come up to my office I will show the plates of a lady 
who went from Wagoner up here, with all sorts of symptoms to the Rochester 
clinic, and they put her through the routine examination and advised her to go 
back home, and they concluded that she was neurotic and they couldn't do any- 
thing for her. She was referred to Muskogee, one of our physicians here, and he 
said, ““Well, better have your teeth examined,” and she very near intimidated the 
doctor, she just pulled the teeth out, says, “I will hand them to you, I have been 
wearing these uppers for twelve years.”” “Well,” he says, “ought to have your 


jaws examined.” I have got the plate over there, for twelve years after wearing the 
plate she has a full size infected tooth, lying longitudinally in the lower maxil- 
lary. 

There was another thing, while I am on my feet, I feel like we ought to em- 
phasize; I don’t know whether it is the experience of the rest of you or not, but so 
many dentists have taken the position of conserving the tooth when they ought to 
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be taken out. An infected tooth that is not readily relieved either ought to be 
amputated, the root amputated or taken out. Sometimes dentists carry the 
matter of conservation too far, so a diseased tooth or an infection of the tooth 
certainly ought to be corrected by taking it out; I believe the dentists are a little 
too slow in that, and if we have a nephritis, endocarditis, or any other of those 
infections we ought to see after them. 

Now, there is no use becoming, as I suggested, irrational about the matter, 
but it certainly ought to be looked after. 


Dr. E. N. McKee, Enid: I remember a case of a lady sixty-two years of age 
that reached up and took her teeth out with her handkerchief and we found an 
interrupted molar, infected, that was causing all her trouble. 


Dr. C. B. Taylor, Oklahoma City: This discussion is made possible by one 
man, as this paper was made possible by one man. We are accustomed to 
look to the big centers of population for original discoveries in the area of 
dermatologists. In 1918 Doctor E. 5S. Lain of Oklahoma City is given credit for 
being a pioneer in this work, focal infections, as a causative factor in skin diseases; 
he is also given credit for being the originator of this work in dermatology which is 
used in more than half of the medical schools of the United States. His original 
articles are on file in the national library in Washington as a matter of record, 
his early articles. I think it is no more than right that we in Oklahoma should 
know that one of our colleagues has advanced the science of medicine by his original 
research. 


Dr. E. S. Lain, Oklahoma City: After Doctor Taylor's little talk, the price 
of which I am not going to tell you just how much I paid for making that, I am 
like the girl when she heard her first proposal, I am speechless. 

First, I want to compliment the essayist on having a very excellent paper; 
the first part of his paper on general technique of radiography was good; the latter 
part covered a wide range of focal infection in general diseases, that I must say 
I was sadly disappointed from the title of the subject, “Focal Infections in Skin 
Diseases.’’ I listened with intent ear and I failed to hear him take a decided stand 
as regards the cause of the focal infection in any one of our diseases. My partner, 
Doctor Roland, and I begun this discussion some years ago, dates back to 1906, 
but that was when it was first mentioned by an article that I read to the State Med- 
ieal Association in regard to rheumatism and closely associated with bad teeth, 
or abscesses under the teeth being connected in some way with rheumatism. That 
is the first thing for which they have given me credit. 

After Rosenow and Billings did their most wonderful original work several 
years ago I was fortunate in hearing this report soon after, I happened to be in 
Chicago at that time, the thought occurred to me while he was giving this report, 
while I was sitting there, this may be the cause of herpes zoster, or shingles, also, 
since I have known for years that shingles and rheumatism and tonsilitis are very 
closely associated. I came home and begun to radiograph the teeth, in all cases 
of herpes zoster, I also begun to fail to find abscesses in a very small percentage of 
such cases; I begun to refer these cases to the tonsil man, and in every case, or 
practically every case in which we failed to find abscess, the tonsil man was able to 
find pus in the tonsil, but the tonsil man, like these radiologists, can trace up some- 
thing, or have something to say to bear out his diagnosis. In several such cases, 
we had examined more than a hundred and fifty before we reported, that is, in- 
including those collected from other clinics, I wrote to every dermatologist and 
asked them to do the same kind of work and report to me, which they did. We 
failed to find the foci in the teeth and tonsils in three or four per cent., most of these 
were demonstrated also by other men as coming from the prostate or the ovary or 
some other location, at least such patients had plainly an evident foci, which might 
be cause for the disease instead of the teeth and tonsils. I have long since proven 
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to my own mind, and they are slowly coming to it, dermatologists are, all over the 
United States (I have a letter occasionally), that herpes zoster is due to a focal 
infection, also a few other diseases I am almost ready to say positively are due to 
focal infection; skin diseases I know nothing of. 


Doctor Ball, closing: Gentlemen, Doctor Day, I believe, mentioned 
that case of a woman with all her teeth out. I have seen two or three 
of those, I have made x-rays of the jaw, and I have found either interrupted 
teeth or snags that caused the pathologic condition. Mention is made of 
the tonsils and the appendix as being a point of focal infection instead of the pos- 
sibility of the teeth. My opinion is that the tonsil infection is secondary to the 
teeth, that the appendix is secondary to the teeth, the gall bladder is second- 
ary to the teeth. As the gentleman here defended the statement about 
carcinoma and epithelioma as being caused by focal infection, I do not claim 
that carcinoma or epithelioma is primarily due to the focal infection of the teeth, 
but if you have pyorrheal tooth or an abscess each cubic millimeter of pus around 
that tooth, containing from six hundred to eight hundred million streptococci, the 
toxins manufactured by the destruction of the tissue being carried into the circu- 
lation constantly destroy that individual’s power of resistance, consequently 
there is an opportunity for disease to take hold. ; 

Speaking of the prostatic abscesses in old men, you men demonstrated that 
the prostatic abscess is due to a gonococcic infection—prove that it is not due to 
a streptococcic infection from the teeth, then I will believe it is a focal infection, 
and not before. 

The gentleman spoke of the removal of the ovaries on account of a headache. 
It is not a very far cry when you have streptococci circulating in your system, you 
find lodgment in the ovaries and producing ovaritis, it is easy. 

Doctor Lain says that I did not cover skin diseases in my paper. I mentioned, 
I think, about two or three hundred skin diseases that I have demonstrated to my 
own satisfaction, ninety per cent. yielded when the teeth were attended to. I do 
not believe I will go any further. 


FRACTURES OF THE MAXILLAE. 


E. P. Dameron, St. Louis (Journal A. M. A., Oct. 25, 1919), reports observations made in General 
Hospital No. 11, on gunshot wounds of the maxilla. Many of the patients had excellent dental splints 
accomplishing fixation, but in some so much bone was lost that union was not to be expected and bone 
grafting was necessary. Bone grafting too early after healing of the wound is, Dameron thinks, un- 
desirable, as latent infection may be started up. The problem was, therefore, to discover and remove 
any cause of infection in these cases. It was noticed that the greatest number of infected fractures 
were ip the mandible. Maxillary fractures are much less likely to have discharging sinuses. Aided 
by roentgenograms, clinical evidence and anatomic relations, careful search was made for infected 
regions. Foreign bodies had generally been removed in previous treatment. Sequestrums were found 
in a few cases. These were removed and union quickly followed. There still remained cases with in- 
fection without foreign body or sequestrums, and with jaws well fixed with splints still giving no evidence 
of union. In some cases the wiring together of jaws as a permanent measure seemed to be the cause. 
It is frequently advised that loosc teeth should be retained, but as time passed, other causes having been 
removed, these came under suspicion, and after other means failed, they extracted the teeth in or adjacent 
to the line of the fracture in two or three cases, and were surprised at the rapidity with which union 
occurred. The extracted teeth were found to be markedly infected. The plan was adopted of ex- 
ploratory drilling into every tooth near the line of fracture; and a dead pulp was almost always found. 
Roentgenograms do not show these conditions clearly. The removal of dead pulps was practically 
impossible under these circumstances and extraction was needed. The results were so satisfactory that 
any regret over the loss of the teeth passed away. The conclusion is, that if union is delayed, careful 
examination of adjacent teeth should be made, possibly by opening into the teeth. Seven cases are 
briefly reported out of a number thus treated. The article is illustrated. 


Cattle are fattened for slaughter by being overfed and not allowed to exercise. Many men and 
women —— themselves for slaughter by voluntarily adopting the “stall fed life,” says the United 
States Public 


Health Service. Don’t overeat and take plenty of healthful, outdoor exercise. 
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OBSTRUCTIONS TO OUTLET OF THE STOMACH.* 
(Demonstrated Radiographically.)** 


E. N. McKer, M. D. 


ENID, OKLAHOMA 


It is with some degree of temerity that I appear before this scientific society 
to read a paper on such an important subject as “Obstructions to Outlet of the 
Stomach.” It is a subject that could be considered.from so many different angles, 
that a volume of good reading might be contained therein. But my enthusiasm for 
this valuable adjunct to medical science, the Roentgen ray, which has made such 
rapid strides in the past few years, chiefly as a diagnostic aid, has made me brave 
to make this humble offering, hoping thereby, either by criticism or words of praise, 
to be materially helped. 

Our text books tell us that the normal stomach is a collapsible bag, hanging 
free in the abdominal cavity, but our fluoroscopic and radiographic study of this 
organ has led us to believe that the word elastic might be substituted for col- 
lapsible, as we may find this organ anywhere from the ensiform cartilage to the 
floor of the pelvis, indeed, in many cases of ptosis we find it occupying the true 
pelvis with only a small tract connecting with a small funnel-like condition at the 
cardiac orifice; these various kinds of normal stomachs have been described as 
fish-hook, cow’s-horn, and text-book type, terms that have no pathological signifi- 
cance. 

Of all the organs of the human body, the stomach is the most easily demon- 
strated by the x-ray, both fluoroscopically and radiographically. First, by its 
location, there being an absence of the bony framework; second, the ease of filling 
it with an opaque substance which will cast a definite shadow on the sensitized 
plate; third, the accessibility for manipulation under fluoroscopic examination, as 
to pain, tumor formation, ete. 


The development of the individual has a bearing on the shape and position of 
the stomach. We have the stout patient with plenty of abdominal fat, showing a 
very high stomach; frequently it is so high that our shadows are interfered with by 
the diaphragm, and the body of the stomach will overlie the pylorus and duodenum. 
In the thin, emaciated patients in whom the stomach has no supporting abdominal 
fat, we often find this organ in the pelvis, each type being normal for that particular 
patient. 

In this short paper, I shall not go into detail in regard to the several reflex 
conditions which produce an apparent obstruction in that they cause an increased 
length of time to be consumed in the emptying of the stomach, and which might be 
confused with a growth at its outlet—for example, a sore appendix producing pyloric 
spasm—but shall be content with those growths and obstructions that can be 
positively demonstrated by the Roentgen ray. 

The outline of a normal stomach will vary greatly from pressure. This may 
be from a distended colon, especially at the splenic flexure which gives a peculiar 
irregularity in the greater curvature. Pressure from the spine when the patient 
is lying prone, often gives an apparent defect in the antrum. Enlarged spleen, or 
kidney, cysts of the pancreas, ascites, all may cause deviations in the stomach 
outline and must be given due consideration in each case examined. 

There are several things that will cause a break in the outline of the stomach 
shadow that might be mistaken for a growth. Chief among them should be men- 
tioned, pressure of the spine, a distended colon, enlarged liver, etc. 

The incursions made on the stomach tissue are as definite as though traced on 


*Read in Section on Genito-Urinary and Skin Diseases and Radiology, Annual Meeting, Muskogee, May, 1919. 
**Limited space prohibits inclusion of cuts used by Author to illustrate this article. They will accompany reprints. 
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benign or malignant growth of the pylorus, duodenum, antrum, or from growth in 
connection with the liver, pancreas, or gall bladder. 

In the Journal A. M. A., Aug. 26, 1916, F. H. Bactjer, and J. Friedenwald, 
of Baltimore, selected 50 consecutive cases, including those only concerning which 
they could be confident of the correctness of the diagnosis. Of these, the growth 
was located in 34 instances about the pylorus, in nine it involved the body of the 
stomach without interfering with the orifices, and in seven the cardia was involved. 
Of the 50 cases the gastric secretion was obtained in 46. There was a normal acid- 
ity in four instances, a hypochlorhydria or an abscence of acid in 36 instances, and 
a hyperchlorhydria in six instances. In the 36 cases showing a hypochlorhydria 
lactic acid was present in 28 instances, and the Oppler-Boas bacillis in 24. Occult 
blood in the stools in 42 of all the cases. A palpable tumor was observed in 34; 
gastric hemorrhage in 14; melena in 8; occult blood in 46; dilation of the stomach in 
24 cases. The Roentgen ray gave positive evidence of disease in 46 instances, 
of which four were early cases and 42 were late cases. In two of the four early cases 
the roentgenogram gave a positive diagnosis of carcinoma. In the other two, 
however, an ulcerative lesion was found which was thought to be benign. The 
Roentgen ray evidence then was positive in 42 of the late cases. It was positive 
so far as the lesion was concerned in all the cases but positive in only 95 per cent. 
of the cases as regards the actual diagnosis of carcinoma. In the early cases the 
Roentgen ray showed a lesion in all; in two of them, however, it was thought to be 
benign, but exploration proved the condition malignant. This method of examina- 
tion, in the author's experience, possesses about the same diagnostic value as any 
of the other signs of this disease, when taken alone, but in conjunction with the 
clinical evidence, a positive diagnosis can almost always be made. 

Stenosis of the pylorus, French abstract in Dec. 30, 1916, number of A. M. A. 
Journal, it states that in three cases reported, the strangulation of the bowels was 
from adhesions developing in consequence of a chronic inflammatory process in 
the pylorus regions. 

In one case there was ulceration which led to stenosis of the colon in the iliac 
region. The bowel was released from the adhesions, but two years later there was 
stenosis of the pylorus from the same cause. Operative treatment restored the 
man to clinical health. 

In the second case, the jejunum was strangulated and kinked by adhesions 
within two months of a gastro-enterostomy done for cancerous stenosis of the 
pylorus. 

The third case terminated fatally, with attacks of tetany. The pyloric stenosis 
was due to an ulcer; an operation for gall stones impacted in the common bile duct 
was also necessary. The stenosis of the jejunum did not develop until seven years 
after the gastro-enterostomy for the ulcer. The possibility of these tardy sequels 
of an ulcer should not be forgotten when confronted with a case of occlusion of the 
bowel with or withdut stenosis of the pylorus. 


All of which gets us back to the point of interest, “That all patients with 
stomach symptoms which do not respond to proper diet and a little medication, 
should be granted the privilege of a thorough pathological and x-ray examination, 
and if the average physician does not wake up to this fact, the patients will beat him 
to it.” 

We have frequent calls from the laity for stomach examination who have not 
been referred by the medical attendant, but who just called because neighbor 
Smith or Jones had been to see us. 

The number of clinics springing up over the country, where team work makes 
available a good x-ray and pathological laboratory, as well as articles appearing in 
our leading magazines, are to blame for this. The average individual wants a 
diagnosis of his ailment and is willing to pay the price, and what's more, he does 
not shrink from surgical assistance when he has fairly conclusive proof as to his 
trouble. The time for exploratory incision is being relegated to the dim past. 
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———— 


DISCUSSION. 


Dr. R. H. Harper, Afton: Doctor McKee very properly, I think, put em- 
phasis on the necessity of early diagnosis. I just want to mention the difficulties 
sometimes attending early diagnoses of conditions at the outlet of the stomach 
from personal experience. 

Fours years ago last November, after a summer's sickness and principally 
diarrhea, vomiting, pain, I went to St. Louis, had the advantage of Doctor 
George Dock, principally as consultant, Doctor Louis Butler and Doctor 
Cale. After two weeks of study and all sorts of tests we did not make a diagnosis 
of the condition; ten days again in January and they still were undecided as to the 
condition, and then again the latter part of February, and preliminary to an opera- 
tion they still had not decided except on the probability of two or three things, 
gave me the cheerful opinion that they could not exclude carcinoma. The opera- 
tion revealed an ulcer about as large as a dime on the duodenum and under side 
of the pylorus, so I just mention that as evidence of the extreme difficulty of ar- 
riving at a diagnosis in some of these cases by the very best men in the country. 


Dr. A. L. Stocks, Muskogee: The Docto* suggested a similar experience that 
[had last summer up at Rochester. A physician, Doctor Beggs, was up there, and 
he was put through all the examinations that Rochester was competent to put on 
and a negative finding made. This was reported, rather, Charley Mayo spoke of 
it at the time he was operating. There was a negative finding all the way through. 
The man insisted there was something the matter with his stomach and demanded 
an operation, and his physician being with him—otherwise he would not have got 
the operation. He was operated upon and an ulcer of the duodenum was found. 
I do not believe it is fair to expect radiologists to be a hundred per cent perfect 
on diagnosis of those conditions. It is not so, it can’t be, and those of us who are 
doing that class of work are constantly being brought into realization of it. Now, 
this is in the family, of course—of the assininity of so many doctors. We are 
constantly brought to the realization that there is something the matter with doc- 
tors that are just looking at the tongue, feeling the pulse, and making a bowel 
diagnosis. 





A man came in about three months ago of his own volition; he had requested, 
almost demanded, of his physician that he have an x-ray examination. The doctor 
told him, “Why, they can’t x-ray your stomach, as it is only good for the bone and 
the kidneys.”” He came in, however, from up the Midland Valley road, Jenks or 
somewhere up there, and he could retain in his esophagus a quart and a half of a 
buttermilk mixture; he had that much dilation of his esophagus, due to a benign 
stricture of the cardiac end of his stomach. Now, of course, that man lost all kinds 
of faith in his doctor, and in a certain proportion lost it in the profession. 


I had a case up in the office where a man had been sick since last August; he 
had nine doctors in that time, each one making a diagnosis of an obscure pathology, 
and he, of his own volition, came in, and sometimes I wondered, personally, whether 
a radiologist ought to take a patient of that kind, but if the doctors are so 
stubborn, I want to put it that way, we shall have to do it; but that 
man, I found he a marked kink in the transverse colon, very marked and 
uleerating at that point. Now, whether the ulceration is malignant, I don’t know. 
So that it seems to me that radiologists ought to bend every effort to get the general 
practitioner to cooperate, and all cooperate together in ascertaining just what is 
the matter with the patient. I am satisfied that when we reach this utopian 
condition that we will have benefited the public and ourselves, too. 


Dr. E. S. Lain, Oklahoma City: Mr. Chairman, I was trusting not to be called 
upon to discuss radiography at this time, first, because I did not hear all of the 
paper, for which I am sorry. The part I heard was a very interesting summary of 
the experience of Doctor McKee in the army and in private practice, which has 
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been extensive, and his conclusions drawn from those experiences. The radio- 
grams as shown, the lantern slides were good and clear, I was very much interested 
in my interpretations, trying to make them before Doctor McKee did, kind of 
testing my own ability, and we corresponded very well. I would say personally, 
I am not doing any active work towards advancing in radiography, as many of 
you know, as I turned the radiograph part of my work over to my partner, Doctor 
Roland, several years ago, and since he has been in France, away nearly two years, 
I have been forced back into my former calling again. However, I am not studying 
the technique, I am very much interested in interpretations and still willing to 
trust interpretations on most any radiogram. I realize that I shall soon drop 
out on interpretation of radiographic work unless I try to advance on technique. 
This question of carcinoma of the stomach, ulcer of the stomach, has always been 
one which has given room for various opinions according to the experience and the 
various techniques, every technique which has been used. I was a little anxious 
to hear Doctor McKee give us a little more on interpretations by radiographs of 
ulcers of the duodenum or ulcers of the stomach as compared with carcinoma. | 
presume that that is still somewhat in a primitive stage; personally, I never felt 
that I was able to distinguish between an ulcer and carcinoma, and I have, in but 
few cases attempted to make a positive diagnosis of ulcer or a carcinoma, or a slow 
carcinoma in the duodenum or edema or any of the forms of the small intestine. 
I think it is very difficult to make with the radiograph alone. The x-ray, like all 
other laboratory aids, is subject to errors, which we all know, and which we are sad 
to learn, is not known by so many. They expect the impossible of us. It is true 
that we are making advances continuously, it is true that no interne today can do 
successful work unless he has radiograms or radiographs of perhaps seventy-five 
per cent of his cases of suspected ulcer or carcinoma within the intestinal tract at 
any point. I say it is true that he must have this work done and that he has not 
fully carried out the best manner of diagnosis until he has had this work done. 
At the same time we must have connected with this, clinical symptoms and other 
aids stomach analysis, chemical analysis such as have been known before the 
time of the radiograph. We are coming to know this work and to learn more about 
this continuously, and I am glad to see my colleagues advance, go right on with 
the work, as I hope to sit and listen to their interpretation. 


Doctor McKee, closing: 1 wish to thank the gentlemen very much for their 
generous discussion of my paper and to say that that is my impression, in the 
pathological working conditions we can make a fairly definite diagnosis. One other 
point I wish to mention in regard to Doctor: White's suggestion in regard to flu- 
oroscopic examination. I don’t know whether I made that point plain or not, but 
we do put in about nine-tenths of our time, better than ninetenths of our time, in 
fluoroscopic examination and handling of the stomach, just using the plate for 
checking up. 


Walk a mile each day to keep the doctor away, advises the United States Public Health Service. 
Try walking to work every morning and see if it doesn’t make you younger and healthier. 


Hot house people are like hot house plants. They can’t stand exposure to severe weather, 


says the United States Public Health Service. Sleep with the windows open and keep every room 
well ventilated. 
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OPERATIVE AND DIAGNOSTIC CYSTOSCOPY.* 


Bransrorp Lewis, M. D., B. Sc., F. A. C. 5. 
ST. LOUIS, MISSOURI 


PROFESSOR OF GENITO-URINARY SURGERY, MEDICAL DEPARTMENT, 
. ST. LOUIS UNIVERSITY 


Cystoscopy is by some considered such a highly specialized work that it is of 
interest and value only to the specialist who makes direct use of it. With this view 
the writer would take direct issue; and would declare his belief that it is the obliga- 
tion of every practitioner of medicine who undertakes the responsibility of caring for 
human lives to be definitely acquainted with the faculties and methods of cys- 
toscopy and to have a clear and practical conception of its uses and indications in 
his work. 

We all make use of the tremendous advantages offered by radiography, 
although comparatively few of us possess the x-ray equipment or know the intric- 
acies of its technique. 

With such thoughts in mind the .writer begs the privilege of submitting in 
some detail, to the general practitioner rather than the specialist, some illustrations 
of steps and phases of cystoscopy that may not be so generally understood. 


The value of high frequency electricity applied through the cystoscope to 
benign vesical tumors, as devised in 1910 by Edwin Beer, is so pronounced that 
one cannot refrain from alluding to it although it is now pretty generally understood. 
In benign growths in the bladder it works wonders, easily and without drawbacks 
from any standpoint. 


But a phase of cystoscopy that is not so well settled nor understood is that 
relating to malignant growths (cancerous) in the bladder. 


The view has prevailed, and with justification, that a carcinomatous growth 
in the bladder that had reached the inoperable stage was ipso facto beyond hope 
of reclaim from any standpoint. 


While it is never permissible to indulge false hopes in such cases, nor to lead 
the subjects of such a grievous malady to optimistic conclusions, it may yet be 
said that cases of recovery from well attested vesical carcinoma are now sufficiently 
numerous to justify a more cheerful view than has ever been the case before, and 
to warrant the application of three measures in particular: namely, radium; 
intensive x-ray treatment; and fulguration. These three measures have evoked 
truly wonderful results, well established, in certain cases; and should be given 
thorough trial before abandoning such cases to despair and morphin palliation. 


A case in point is the following: Carcinomatous tumor of the bladder (malig- 
nant papilloma); application of radium and fulguration; recovery. 


Mrs. J. H. C., age 54, of Jacksonville, Ill., was referred April 5, 1917, by Dr. 
Carl Black, of the same city. 

History: Increasing symptoms for three years past; unduly frequent and pain- 
ful urination, latterly with definite obstruction or stopping of the stream in the 
course of its flow. Hematuria, severe at times. 


Cystoscopy showed a fimbriated papilloma, about the size of a walnut, at- 
tached to the left wall of the bladder and covering that neighborhood including 
the left ureteral orifice. Pathological report of Dr. Ralph Thompson on a piece 
of tumor tissue removed by forceps through the cystoscope, was that of well defined 
malignant papilloma. 





“Read in Section on Genito-Urinary and Skin Diseases and Radiology, Annual Meeting, Muskogee, May, 1919. 
"Illustrative drawings of this article not reproduced. They will appear in Author's reprints. 
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Electric fulguration (bi-polar current) was applied, beginning April 8, 1917, 
to which was added 12 hours of 50 mg. of radium element on April 14, repeated 
July 27, 1917. 


Under the influence of these measures the tumor shrank appreciably, and by 
August 3rd, cystoscopy revealed that a small ulcerated area was all there was to 
show for the former tumor. But at this time a small additional tumor was seen 
anterior to the site of the older one. It was fulgurated on September 11th; and 
October 26th the vesical mucosa was observed to be absolutely clear of all evidences 
of tumor or ulceration; the urine was perfectly clear, with normal frequency of 
evacuation; and the general condition had improved proportionately; apparently 
there had been complete restoration of health, both locally and generally, with a 
gain of about 25 pounds in weight. Reports since that time (over two years) 
have indicated a continuation of this satisfactory outcome. 


Another lady patient (Mrs. J.) was brought in when apparently in the last 
stage of decline in every respect. Weight 95 pounds, instead of a normal 135; 
lancinating pains requiring a grain and a half of morphin hypodermically daily 
for mere alleviation of her suffering. 


The bladder was two-thirds full of carcinomatous growth, the origin of which 
could not be seen for lack of working space. The treatments mentioned gradually 
and progressively reduced the tumor to a mere ulcerated area the size of a finger 
nail; co-incidental with which there was general improvement: relief from suffering 
and from the demand for morphin; none was taken for a period of ten months in 
1918, and the patient’s weight became 135 pounds. The patient again took up 
household vocations of a lighter nature and could look on life with a more cheerful 
mein.* 


In these cases we have been accustomed to apply the radium element, 50 mgms. 
in a capsule enclosed in a black rubber cover, to which was attached an ordinary 
rubber catheter, for introduction. Seances from 8 to 10 hours repeated twice or 
thrice, according to the reaction obtained. 


X-ray treatments have been of the “intensive” variety, as have been well 
delineated by Pfahler? of Philadelphia. 


Fulguration with the bi-polar current has been administered through my 
Universal and Operating Cystoscope (Wappler make), using the Bugbee electrode 
through either the direct or indirect telescope, according to the location of the tumor. 


It is the writer’s view that the radium and x-ray applications weaken the 
resistance of growths and make them more amenable to the direct assaults of ful- 
guration. The fimbricated papillomata, even though definitely carcinomatous, 
offer much better prospects of reduction and dispersal than the solid tumors. The 
infiltrating growths offer a less favorable outlook than those tending towards 
pedunculation. 


PROSTATIC CARCINOMA. 


Prostatic carcinoma offers distinctly less opportunity for cystoscopic therapy; 
and reduces the surgeon to three measures that, while not presenting any certainty 
of permanent relief, do afford a surprising and extended immunity from suffering 
in numerous instances. 


By suprapubic prostatectomy most of the carcinomatous tissues and ob- 
structing material can be removed, leaving a good channel for urination; and during 


*Two other cases, equally portentous, though not developed to the same extent, have responded 
favorably. (Garfinkel; Blalock). 

2G. E. Pfahler: Roentgen Therapy and Treatment of Deep-Seated Malignant Diseases. J. A. M. A., 
1915, Vol. 64, p. 1477. 





led 








JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 65 


and after convalescence from the operation prophylactic measures against the 
return of the growth may be taken in the shape of application of the radium element 
or emanations through the suprapubic wound, and successive seances of intensive 
x-ray treatment. One patient (Ainsworth) is urinating satisfactorily now, three 
years after operation. and there has been no appreciable return of the growth, 
although for a time following operation it seemed that the rectal wall was about to 
break down from carcinomatous involvement. The general condition of this 
patient is equally as good, or decidedly better, in all respects than before operation. 


In another patient three and one-half years after operation, there is fair ability 
to urinate and excellent general health; but the presence of 5 or 6 ounces of residual 
urine attests the recurrence of obstruction to a certain degree although no tume- 
faction is evidenced to rectal palpation. The Kollman dilator is used occasionally 
for maintaining patency of the prostatic urethra. 


In a number of instances we have been surprised and gratified at the excellence 
and duration of results obtained in this way in connection with prostatic carcinoma. 


FOREIGN BODIES AND STONE IN THE BLADDER. 


There can be no doubt about the feasibility of grasping and removing from 
the bladder various foreign bodies such as hair pins, pieces of straw or stick, etc., 
by means of the operating cystoscope and appropriate accessories. 


Success in removing calculi depends mainly on their size and density, so far 
as my own equipment is concerned. I have never been able to obtain or have made 
a satisfactory cystoscopic lithotrite. The recent war interfered with the execution 
of plans of a cystoscopic lithotrite that had been submitted to makers by me. 


Where the calculi are small, or of such soft and phosphatic nature as to make 
them fragile, they may be reduced by successive bites with the bullet forceps to a 
size that permits their removal through the sheath of the cystoscope, or even by 
dragging them, together with the sheath, telescope and forceps, as shown in the 
illustrations accompanying reading of this paper. Fig. X shows, feebly, the view 
we have in one bladder of a patient 79 years old, who in addition to an enlarged 
and obstructing prostate, had about 2,000 calculi of various sizes in the bladder. 
They made an impressive sight through the cystoscope. We gathered over 1700 
of them herewith shown, clearing the bladder by washing through the cystoscope 
sheath in successive sittings, hundreds at a time; and finally using the forceps 
for removing the larger ones. 


When the patient had been relieved of this source of infection and irritation 
and had been drained a sufficiently long time via retained catheter, he was put 
through suprapubic prostatectomy successfully and went home relieved of all 
urinary disturbances. 


PROSTATIC ELECTRO INCISION 


An operative measure that has given much satisfaction in some cases of con- 
tracture at the vesical neck is that afforded by the electro-incisor. This is useful 
only in the contracture-form of prostatic obstruction and is not supposed to supplant 
the prostatectomy that is demanded for hypertrophic obstructions. 


Actuated by the d’Arsonval (bi-polar) current, it is capable of burning a deep 
groove through the offending ring just at the vesical neck and under the direct 
vision of the operator. The whole maneuver is so plainly in view and under such 
complete control that there is practically no possibility of mischance in its applica- 
tion, such as used frequently to attend the blind Bottini operations. Moreover, 
the absence of hemorrhage, and the closing by cauterization of the wound surfaces 
against opportunity of infection are features of this method that must be accounted 
as favorable. Typical instances of its use are given herewith: 
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CONTRACTURE, WITH COMPLETE RETENTION, SUPRA-PUBIC 
PUNCTURE AND DRAINAGE. 

Judge R., age 64, was referred in October, 1917, by Dr. Levitt, of Oswego, 
Kansas. On arriving, he was found to be draining the bladder by means of a cathe- 
ter that had been introduced into the bladder by puncture supra-pubically a month 
previously. This had been done in another city, and was done to prepare the pa- 
tient for prostatectomy. His condition was considered so bad that it precluded 
operation at that time. Retention was complete, in the absence of some form of 
artificial drainage; and the low specific gravity of the urine and small ‘thaleine 
output attested the participation of the kidneys to a degree dangerous for operation 
of any radical nature. 

The drainage was continued by me, but by means of a catheter in the urethra, 
which was well borne. When sufficient recuperation had been attained (in about 
ten days), the prostatic incisor was used, burning a deep groove through the vesical 
neck posteriorly. There was practically no complaint by the patient either during 
of after the operation; no hemorrhage, no chill or fever; and he remained ambulatory 
with the exception of one day. The results were striking: three days after opera- 
tion, the patient was passing urine in a fine stream and emptying the bladder. That 
was in October, 1917, and no prostatectomy has been considered since. He reports 
occasionally, with recovered general health, increased weight, and eminently 
satisfactory urination. 

The writer has never been a convert of the punch operation of Young, because 
of the severe hemorrhage to which that procedure leads. It has been reported that 
even in the hands of those habituated to its use, strenuous measures have frequently 
to be adopted to stop post-operative bleeding—even to the extent of opening the 
bladder, sometimes. 

If the same effect can be accomplished by electro-incision, without incurring 
such risks, it is obviously preferable. 


CYSTOSCOPY AND DIVERTICULUM OF THE BLADDER. 


While the field for cystoscopic operative work in connection with diverticulum 
is limited, its application for diagnosis is so strikingly illustrated in the following 
case that I am constrained to briefly report it: 

Case of prostatic hypertrophy with obstruction; suprapubic prostatectomy; 
failure of relief, with persistent cystitis, sepsis, and loss of health. Later, discovery 
of diverticulum; its ablation, with definite recovery. 

N. P. H., age 73, of Minnesota. Symptoms ten years—of accumulating 
“bladder troubles,” with frequency, increasing obstruction, sepsis, etc. 

Suprapubic prostatectomy was capably performed in another city in April, 
1917, but without a preliminary cystoscopy. Although the suprapubic wound 
healed satisfactorily, there was no relief from the “bladder trouble.” Intense 
cystitis continued with urine foul to the Nth degree, and systemic disturbance in 
proportion. 

On conference with me in January, 1918, it was noted that eight ounces of 
residual urine, rank and decomposed, was left after voluntary urination, and that 
it was not easy to cleanse the bladder by catheter irrigation. Cystoscopy showed 
the orifice of a large diverticulum situated posteriorly and to the right of the median 
line of the bladder. And a radiogram with sodium bromide solution 15 per cent 
injected, gave the accompanying portrayal of its size and shape—an adventitious 
sac with a cavity fully as large as the bladder cavity, from which it was separated 
by a narrow neck. 

Supra-pubic removal of this sac was followed by prompt recovery and entire 
relief from further symptoms connected with the bladder. 

The lesson in this case is that cystoscopy is not to be omitted in any of the 
obscure or chronic vesical conditions, whether operation is to be done or not. 
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Some surgeons even advise against cystoscopy in prostatic obstruction cases; 
I believe it advisable in all of them, where practical. 
URETERAL STRICTURE. 

The subject of ureteral strictures has been very interestingly and profitably 
discussed by Hunner,* of Baltimore, who has well shown the radiographic evidence 
in living individuals or ureteral strictures and their potentialities for injury. 

Ureteral stricture, as seen post-mortem, is evidenced in the specimen in my 
possession and here illustrated. The specimen was from a member of cur own pro- 
fession and shows most pointedly the disaster of neglect. The patient was uraemic 
at the time of entering the hospital and died within three days thereafter. But 
his specimen affords an object lesson both impressive and convincing. The destruc- 
tion of the kidney above was plainly due to the obstruction, backward-pressure, 
infection, suppuration, etc., induced by the strictured ureteral orifice. 

One cannot resist the thought that if he had had the diagnosis of his case 
cleared up in time and had submitted to the required snipping open of the ureteral 
orifice he might have outlived a number of us in this audience. The caliber of the 
ureter was good, except at its lower end, as the illustration shows; and there can be 
no doubt this constricted part of the channel could have been opened by cystoscopic 
operative measures. 

Further elucidating this phase of the question, we had a most interesting 
case in a gentleman from Arkansas, who had been more or less an invalid for fifteen 
years when he came for our first conference in 1900. He had been the subject of 
chills and fever for long periods; during fifteen years had been treated for “malaria” 
and tuberculosis, latent gonorrhea, and other spectral and elusive maladies- 
needless to say without success. The old question of exact diagnosis, based on 
definite investigation, had failed to enter into this case, as, unfortunately, it fails 
in so many genito-urinary cases. 

However, when we did examine him, we found an enormous left kidney, 
projecting far down into the abdomen; partially movable, irregular in outline, 
tense and solid in feel. 

Cystoscopy revealed the right ureteral orifice readily and a catheter drained 
clear, healthy urine from this (right) side. But prolonged search for the left 
ureteral orifice bade fair to prove a failure, until finally I saw a small speck of 
yellow pus oozing through the wall of the bladder at a point where the left orifice 
ought to be. Using this as a guide, a fine filiform pointed catheter was, after much 
maneuvering, inserted into this minute opening. No drainage came until strong 
aspiration was made on the catheter with a piston syringe, whereupon a dram or 
more of thick, yellow pus was obtained. No urine was at any time obtained from 
that side. After several seances, it was proved that the left kidney, instead of 
being a solid tumor, was an enormous pus-sac, tense and rigid, and absolutely 
beyond any functional capability. Furthermore it was found on removal (lumbar 
nephrectomy ) that no cause for the destruction could be discovered other than the 
pin-point constriction (stricture) at the ureteral orifice. 

The recognition was made and action taken in this case early enough to save 
the patient's life, but not his kidney. Removal of the latter (Fig. X_ ) was followed 
by complete recovery of general health, normal weight and renewal of business 
activities. 

As to the methods of cystoscopic attack in ureteral strictures, that depends on 
the location of the constriction, as well as accompanying conditions. 

An orifice may be so narrow that nothing but a filiform bougie will enter; 
and this will then be the instrument of choice. In entering, it paves the way for 
the thicker part of the shaft to follow, thereby divulsing and opening the orifice 
to the caliber of the bougie, at least. This may be enough to permit the entrance 





*Hunner: Trans. So. Surg. Assn., 1918. 
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of one of the metal dilators with which more direct dilation may be made. The 
dilators are so constructed as to afford dilation in several ways; but my preference 
is for the one with parallel sides, distributing its effect evenly over a greater length 
of channel than the others. It gives a considerable dilating force, also, something 
that has been difficult of attainment in so small an instrument. In fact, on severg| 
occasions I was told by makers that it would be impossible to produce this instry. 
ment, but it was finally made, after five years of endeavor. 

The same sequence of instrumentation (at first the graduated bougie, later 
the parallel dilator) may be used with equal propriety when the stricture is located 
higher up in the ureter. Of course, this does not refer to obstruction from kinking 
of the ureter, which may require open operative measures of some sort for its relief. 

As shown in some of our radiograms, the metal dilators may be introduced 
from three to four inches up a ureter; beyond that bougies must be utilized. 


URETERAL STONE. 


It is a simple matter to remove a stone hung in the mouth of a ureter. It js 
either grasped with the bullet forceps and withdrawn, or the orifice is stretched 
widely, permitting the stone to pop out into the bladder cavity, whence it is readily 
removed with the forceps. 

When the stone is blocked higher up in the ureter, the first endeavor, following 
the establishment of the diagnosis, is that of dilating the ureter below the stone. 
Before this is thoroughly accomplished, it is decidedly bad judgment to try to 
grasp the stone with the object of removing it directly. If the operator should 
succeed in grasping the stone, he would very probably be unable to remove it 
through the undilated channel, and it might become a serious question as to whether 
he could remove the forceps, either. It might become locked there by fixation in 
the narrow channel. But if the ureter below the stone has been well dilated, as 
it is capable of being, grasping and removal of a stone is both feasible and safe. 
Furthermore, if on grasping the stone it is found that there is not yet enough room 
for withdrawing it, there still is opportunity for dislodging it from the forceps and 
repeating the dilatings. 

Two stones have been removed by the author from the ureters of two different 
patients in this manner; and he had reason to be pleased in each instance that he 
had secured good dilatation of the lower ureter before successfully “‘fishing” for 
the stone. The cases were the following: 


Ureteral Calculus removed by Ureter Forceps after ten years duration. 

Miss E. B., age 25, Granite City, Illinois. Referred by Dr. R. W. Binney. 

Pain in left lumbarureteral region for past ten years; at times so severe as to 
require hypodermics of morphia. 

Increased frequency of urination, until latterly it has been about every half 
hour, daytime, and twice nightly. 

Examination: Marked tenderness of left kidney and ureter. A small tr- 
angular shaped stone was shown in left ureter, both by catheter obstruction and 
catheter radiogram, located about 4 cm. above ureteral orifice. 

November 8, 1918, dilating of the rather contracted ureteral orifice and channe 
below the stone, gaining a definite enlargement of the caliber. No endeavor to 
grasp the stone. 

November 15th, repetition of the above, using satisfactorily the ureteral dila- 
tor, parallel model, until it passed in and out readily. Directly afterwards the 
ureteral forceps was inserted, its jaws held widely open as they approached the stone. 
The grasping of the stone was evidenced in two ways; by lack of closure of the for- 
ceps-handle and by the lessening of easy passage through the ureter in efforts at 
withdrawal. Indeed, had not the precaution of wide dilatation of the ureter been 
observed much difficulty would probably have been met with in the withdrawal. 
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The triangular shape of the stone, added to the space occupied by both stone and 
forceps combined, made this effect. But inasmuch as a good ureteral caliber had 
been secured beforehand, the extraction was made without much difficulty; and 
the stone, while still held in the jaws of the forceps, was plainly visible through the 
cystoscope. 

The patient has had no further symptoms of stone or colic, and is re-established 
in her regular vocation. 


Direct Removal of Ureteral Stone by Ureteral Dilator. 


Dr. M. H. T., physician, age 44, referred by Dr. Monroe, Bonne Terre, Mo. 
Patient had symptoms of ureteral colic for nine months prior to his first conference 
of July 29, 1918. 

At the first cystoscopy, July 31, 1918, no obstruction was felt to the catheter, 
although a radiogram previously taken seemed to show a stone in the right ureter. 

The parallel ureteral dilator was used along the lower two inches of the ureter; 
and on withdrawing it we were much surprised to note a small, oblong stone retained 
in the bars of the instrument (specimen exhibited). 

No reaction or disturbance followed. But another radiogram taken the fol- 
lowing September 15th, showed the shadow of another calculus which has not 
been removed; opportunity for doing so has not been offered. 


Removal by Cystoscopic Manipulations. 

J.S. F., age 44, conference April 2, 1914. First attack of ureteral colic one 
year previously (March, 1913). Other attacks followed, together with bloody urine; 
agonizing pain in right ureteral region, requiring large doses of morphin. A 
ureteral stone showed under the x-ray about three inches above the right orifice. 

May 31, operative cystoscopy and dilatations. June Ist, operative cystoscopy 
with incision of ureteral meatus with ureteral scissors. June 2nd, voluntary 
passage of stone the size of a pea but oval in shape, like a grain of wheat. Complete 
and permanent relief. 

While this method of direct removal with forceps may seem more striking 
and possibly gratifying to the patient, as a matter of fact success is vastly more 
frequent with the more gradual and less spectacular methods of repeated dilatation 
of the ureter and descent of the stone and its final expulsion into the bladder, 
whence it either escapes by voluntary urination, or is removed by the cystoscope. 

It is thought by some that the mere dislodging of a stone from its customary 
position and attachments in a ureter is highly instrumental in bringing about its 
descent and evacuation. Thus is explained the frequent passage of stone after 
a simple catheterization of the ureter. But it is obvious that there are many other 
cases of incarcerated stone not amenable to such simple measures, and a more 
energetic offensive must be undertaken, as outlined above. 

A stone of unusual dimensions such as shown in Fig. X, is recognized as im- 
possible of delivery by cystoscopic measures, and as naturally and properly falling 
within the province of open surgical operation. But when it is remembered that 
such operations are attended by serious risks and accidents, such as have been re- 
counted by Moschowitz,! and Peterkin,? and by a mortality, as determined by 
Tenney,’ of 15 per cent, it cannot be denied that they should be avoided when 
possible, giving place to the simple and less heroic means of operative cystoscopy. 
The belief is herewith again* expressed that it is highly unjustifiable to subject a 
patient to open operation for the removal of ureteral stone without first giving him 





'1Moschowitz: Ann. of Surgery, Philadelphia. Doc., 1908. 

Peterkin; International Jour. of “YY Feb., 1909. 

8Tenney; Boston, M. and S. Jour., Feb. 4, 1904. 

See previovs papers by the auuhor: “Ureter Stones and Their Removal by Cy stoscopic Methods.’, 
Surg., Gyn. and Obst., April, 1915; Urolog. and Cutan. Review, 1918, No. 8; Surg., Gyn. and 
Obst., June, 1917. 
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the opportunity of having its removal attempted, at least, by operative cystoscopy. 
In case that fails, the patient is still in position, and without prejudice to have the 
open operation performed. 
INFLUENCE OF MEDICAMENTS. 
Glycerine, liquid albolene; solution of papaverin and other agents have been 
recommended and used in connection with catheter for assisting in removal of 
stone. 


A NEW SIGN FOR DIFFERENTIATING STONE FROM PHLEBOLITH. 


We are of course all familiar now with the possibility of mistaking a radiogra- 
phic shadow of a phlebolith or concretion in a pelvic vein for the shadow of a ure- 
teral stone; and probably surgeons no longer cut into the abdomen on the basis 
merely of such shadowgraphs. They have learned the necessity of checking up 
the x-ray picture with one that includes an x-ray catheter within the ureter, to 
see if the supposed stone shadow lies in the line of the ureter. Phlebolith shadows 
under this test usually appear distinctly separated from the ureter line and are 
thus recognized in their true character. 

But occasionally a shadow occurs in the line of the ureter about which there 
is a question. Stereoscopic radiograms are used for making further differentiation, 
getting the shadow from differing angles and possibly showing the separation sought. 
The writer has lately run: across an additional method that seems useful. A 
radiogram taken with an ordinary x-ray catheter displayed a shadow apparently 
in contact with the catheter. As a further test, another radiogram was taken, 
this time with metal forceps passed well into the ureter. The forceps being more 
rigid than the catheter previously used, straightened out the curve and plainly 
showed the separation of the shadow from the line of ureter. 

Local anesthesia for cystoscopy is beSt induced, in the writer's belief, by means 
of his urethral tablet depositor (Wappler make), through which soluble tablets of 
procaine, cocaine or alypin are dropped into the prostatic urethra and when partly 
dissolved are spread over the adjacent membrane. 

The writer has never partaken of the view that local anesthesia should be 
habitually avoided in doing cystoscopies; and has many times listened with sym- 
pathy to the narrations of patients who had previously been subjected to alleged 
“painless” work of that kind. It assuredly had not added, in the estimate of such 
patients, to the laurels of cystoscopy as a source of comfort. 

URETERAL SYRINGE. 

The mot convenient form of sterilizable ureteral syringe with which the writer 
has become acquainted is the one devised by Dr. Moore and myself. It is a glass 
tube with a rubber bulb. Attachment with any sized ureteral catheter is instantly 
made by applying the bell-shaped nozzle of the syringe orer the catheter end. 
Air is easily excluded in using this syringe and its capacity is ample. 


HISTORY OF CASES. 


R. B. W., age 30, referred by Dr. Woolsey. Suffered for months from ureteral 
and renal colic. So severe they required the use of morphin. X-ray shows shadow 
in region of left ureter, proved up by x-ray with catheters in place. Met with 
obstruction in left ureter about one inch from orifice. One week after this manipul- 
ation the patient had a colic and passed stone out of ureter and urethra exhibited 
in spec. 

C. E. M., age 24, referred by Dr. R. L. Campbell, East St. Louis. Patient 
has suffered about six months with colic every two or three weeks. Bloody urine 
oceasionally. Cystoscopy showed right ureter much enlarged with a jagged stone 
hung in the orifice. Grasped this with the alligator forceps but it was too large 
to be taken through the cystoscope, so broke it into two pieces and washed out 


through cystoscope. 
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M.S. L., age 26. Suffered two attacks of colic with blood in urine. An x-ray 
shows shadow in right ureter, and catheter met with obstruction at six inches. 

After three cystoscopic manipulations the patient returned home and later 
passed the stone. 

Father H. For four years suffered with severe renal colic on left side at short 
intervals. Pain had to be controlled with morphin. After several cystoscopic 
manipulations, the meatus of the left ureter was enlarged and liquid albolene was 
injected, then ureter below the stone was dilated, x-ray at various times show 
the stone to have gradually descended until it is just within the orifice. At the 
next cystoscopy, the stone sharp and spiculated was found in the bladder. This 
was broken into three pieces during the removal. 


DISCUSSION. 


Dr. W. J. Wallace, Oklahoma City: Mr. Chairman and Gentlemen: As a 
member of this section I feel that we are very fortunate in having Doctor Lewis 
with us; that Doctor Lewis is one of the pioneers in urology, he has been one of 
the researchers who has given us new thoughts, new ideas, I suppose as long, if 
not longer than any one physician in the United States, not only a national but 
international reputation, so I feel we are very fortunate in having him with us today. 

His lesson today is in keeping with his life, his teachings, some of the new uses 
of this line of work. In commenting on that, it is of such a nature that I do not 
feel that I can do justice, only to say that I have appreciated the instruction that 
you have left with us, Doctor. 

The prostatic incisor that you have mentioned, it seems to me that that is a 
very useful instrument at this time, as it fills in a gap that we have needed, in certain 
cases where we have been unable to reach it by local treatment of the prostate 
gland, and in these cases these people, perhaps, are too far advanced in years and 
sepsis, to do a prostatotomy, so in this method it appeals to me as being one that 
we can use in certain selected cases. 

As to the vesical calculi. laparocholecystotomy, personally, I do not like that, 
and I suppose because I do not know how to use that. I prefer, in those cases 
where | have a vesical calculi, to do a suprapubic cystotomy, lithotomy, and remove 
the stone, close the bladder and leave a long dwelling catheter, and I have been 
enabled, personally, to get better results, but I attribute that to perhaps not being 
skilled in this line of work. 

As to catheterizing ureters, my experience has been so limited that I am unable 
to express myself on that line. 

The tumors of the bladder the Doctor mentioned, I gave high frequency and 
begun fulgurating everything in the prostatic portion of the urethra into the bladder, 
and in some instances I had very gratifying results, in others I did not, but it taught 
me one thing; to be on the lookout for syphilitic growth and growths. It is very 
often that we have a syphilitic tumor, and do not forget before we attempt to do 
a fulguration, to use our cystoscope, and all in these conditions have a Wasser- 
mann made on the cases. 


Doctor Lewis, closing: I am glad that the Doctor mentioned tumors of 
the bladder because I omitted to say something that I wanted to in the course of 
my previous remarks. 

I said that where the tumors are benign in character, they would be subject 
to the attack that was described. Now, I omitted to mention the situa- 
tion in the presence of malignant tumors. I do not want to slight the subject, but 
I really am not definite on conclusions, and I say what I would say to a patient. 
Even in the presence of some malignant tumors that we have proved to be malignant 
we have a cuttiug, biting pair of forceps, taking out a part of the tumor, and turning 
it over to Doctor Robertson of the St. Louis hospital, getting his report that it is 
a definite malignant tumor of the bladder; in the presence of some of those we have 
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had them disappear, clean them up and remain well for two years, three years, 
when we had expected nothing and promised nothing. On the other hand, in 
the presence of malignant tumors of the bladder we have made utter failures and 
have had the patient go on and get worse and die, notwithstanding the three forms 
of treatment we had in this case. Now, I am not making an expression of what 
we can do, we do not know what we are going to do; we do know that we have been 
successful in some cases and in other cases utter failures. One, for instance, a 
young lady up in nothern Illinois that for over two years has had an absolutely 
clean bladder, although she has had a cancerous tumor removed in this way. The 
methods of treatment are these; the application of radium against the tumor 
itself, directly, in three or four successive stages, the use of the x-ray intensified 
treatment shot through the bladder, one series covering three or four days, and 
then wait for three weeks and then shoot another series through, carry out the use 
of the fulguration; those three measures serving to make the requirements in 
operatable tumors of the bladder, that, even though they are cancerous, might 
hold out success in some cases and complete failure in others, and that is as 
much as I can say about the cancerous condition. 

Now, as to the syphilitic tumor that the Doctor mentioned. I think that is a 
very proper criticism or suggestion and that is a subject that is not very well known, 
and we have been really in the dark until lately. In numerous cases tumors or 
ulcers in the bladder have been shown to be sy philitic and capable of being relieved 
by anti-syphilitic treatment just as various other syphilitic manifestation are. 
I am very glad the Doctor mentioned that. 


BONE FISTULAS. 


P. Chutro, Buenos Aires (Journal A. M. A., Sept. 6, 1919), objects to the term osteomyelitis as 
applied to the suppuration of bone after war ato) my a name which he would reserve for the definite 
disease occurring in civil practice. He would designate the war complication as bone fistula, a definite 
condition with characteristics different from true osteomyelitis. The bone fistula, he says, is due to 
insufficient treatment of wounds, and is a limited osteitis which readily becomes chronic. The two fac- 
tors dominating it are the presence of a cavity with rigid walls, and the infection of this cavity. Certain 
peculiarities of these cavities, which communicate with the exterior of the body, are the fungus growths, 
instead of healthy granulations, which characterize them, underneath and between which it is easy 
to probe denuded bone. In some cases, the little sequestra of bone are eliminated, and after months 
or years the fungosities sclerose, and a cure of variable duration occurs. The infection, he holds, is 
very superficial, and the bacteriology is very rich, showing all the anaerobic and aerobic organisms of 
such wounds. The infection phenomena are not so prominent, as the cavity has little ability to retain 
its contents, and the lymphatics around the focus are blocked. But a slight disturbance or an awkward 
dressing breaks up this blockade, and septic products are absorbed. The treatment varies, according 
to the bone involved. The incision must be properly placed, and the walls of the cavity cleanly resected. 
The cicatrization of the bone is by granulation from the depths to the periphery. The surface of the 
bone must remain sterile for several weeks to provide time for this cicatrization. The Carrel-Dakin 
treatment finds its place here. Tibial wounds are the most accessible to the sight and so have enabled 
Chutro to study the cicatrization. When there is a clot adherent to the bone, the Carrel-Dakin fluid 
fails to penetrate, but begins to act when this becomes detached. When the bony surface is covered 
with granulations, the secondary closure of the wound may be done, but this is likely to leave an adherent 
scar, and Chutro prefers to keep up the irrigation until complete healing occurs. He has obtained, 
on the whole, very satisfactory results in these cases, even after many previous operetions had failed. 





Every sore throat is a danger signal, says the United States Public Health Service, and may in- 
dicate some acute, infectious disease, such as diphtheria or scarlet fever. Take no chances. Have a 
physician make an immediate examination. A few hours delay may cause death. 





Rats cost every person in the United States one-half of one cent a day, says the United States 
Public Health Service. Write to the Surgeon General, Rupert Blue, Washington, D. C., for an instruc- 
tive bulletin on how to get rid of them. 
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IMPORTANCE OF UROLOGICAL EXAMINATION IN CASES OF 
OBSCURE ABDOMINAL PAIN AND IN BLADDER AND 
KIDNEY INFECTIONS.* 


J. Hoy Sanrorp, M. D. 
MUSKOGEE, OKLAHOMA 


During my 15 months’ service in an Army Base Hospital I was strongly im- 
pressed with the importance of a thorough urological examination in all cases of ob- 
sure abdominal pains. Renal calculus, ureteral calculus, T. B. infection of the kid- 
ney, stricture of the ureter, pyelitis and pyonephrosis were a few of the cases diag- 
nosed by a thorough urological search that had to be differentiated from appendicitis, 
gill bladder infections, and infection of the pelvis in women. In all cases of sus- 
pected appendicitis where the diagnosis is not well established, ureteral catheter- 
zation in conjunction with uretero-pyelography and radiography should be done to 
exclude renal and ureteral calculus and stricture of the ureter. Report of the 
following cases will conclusively prove the value of my statements: 


Case 1. Sergeant K., age 26. General appearance good. Complained of 
pain in the lower right quadrant, at times severe. Had been operated on in civil 
life for appendicitis but without much benefit. Microscopic urinalysis showed 
few pus cells and red blood cells. X-ray revealed two shadows along the course of 
the right ureter and the question arose as to whether the shadows were intra- or 
extra-ureteral. No urinary symptoms were present, he had never passed blood 
and had never had any pains that would lead one to believe that he had suffered a 
renal colic attack. Cystoscopy, double ureteral catheterization with x-ray cathe- 
ters, uretero-pyelography, functional test, and radiography were done with the 
following result: Bladder normal except the right ureteral orifice which was a 
trifle gaped and irregular in appearance, left ureteral orifice normal in appearance. 
Right ureter catheterized and an obstruction met about 3 or 4 cm. from vesical 
orifice. Left ureter catheterized, no obstruction met, urine clear in appearance, 
gecimen collected for bacteriological study, 1 cc. phenolsulphothalein injected 
intravenously and the following result noted: Phthalein appeared in three minutes 
on left side and totaled 40 per cent the first fifteen minutes. A trace appeared on 
the right side in fifteen minutes. 6 cc., 25 per cent sodium bromide injected into 
right ureter and 8 cc. injected into pelvis of the left ureter. Patient radiographed. 
Results of radiography: Two ureteral stones seen in right ureter, one at the tip of 
the catheter and one above about 1 cm. from the tip of the catheter. Ureter was 
dilated above and below stones. Stereoscopic plates were made. Left ureter 
and kidney normal in outline. Both stones were successfully removed at operation. 


Case 2. Private C., age 24. General appearance fairly good, entered hospital 
complaining of pains in the right lower quadrant, with some slight bladder disturb- 
ance. Had passed blood on several different occasions but not of late. Denied 
ever having had sharp pains in the kidney region and radiating down the course 
of the ureter. Did complain of a dull steady pain in the back on the left side. 
Had been operated on for acute appendicitis but his condition had never been 
lieved. Leukocyte count was 20,000; slight sensitiveness but no rigidity in 
right lower quadrant. Microscopic urinalysis showed pus cells and a few red 
blood cells. X-ray showed a suspicious shadow in region of pelvis of the left kid- 
ity. Cystoscopy, double ureteral catheterization with x-ray catheter, pyelo- 
graphy and radiography were done and the following noted: Bladder capacity 
200 ce. Anterior bladder wall negative; posterior bladder wall showed a chronic 
inflammation with muco-purulent masses floating about base of bladder—both 
ureters were in a congested and inflamed area but were free from ulceration and ed- 
‘ma—both appeared apparently normal in outline. Both were catheterized; no 
obstruction met in the right ureter, urine coming from right kidney clear; specimen 





“Read in Section on Genito-Urinary and Skin Di and Radiol , Annual Meeting, Muskogee, May, 1919. 
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sent to laboratory for study. Left ureter easily catheterized but an obstructioy 
was met high up toward the pelvis of the kidney; urine cloudy from left kidney. 
specimen sent to laboratory for study; laboratory reported at a later date colo 
bacillus and red blood cells and pus. 8 cc. of sodium bromide, 25 per cent injected 
into pelvis of right kidney and 10 ce. injected into pelvis of left kidney.  Patiey: 
x-rayed. Results of radiography: Right kidney normal in outline, left kidney 
showed two stones in pelvis of the kidney with blunted calices. Patient was dis 
charged from the army. 

Case 3. Mrs. G., wife of a line officer. Entered hospital complaining of 
intermittent pains low down in the left pelvic region with an intermittent cystitis 
Had been operated on in the East for pelvic trouble on two different occasions 
but without much relief. Surgical men made a vaginal examination which wa 
negative. Microscopic urinalysis showed pus cells; leukocyte count 15,0 
Upon resting in bed for a short period of time the patient said she always got relief 
of symptoms. Bladder symptoms were severe at times and at times she was fre 
of any urinary disturbance at all. Hematuria had been noticed on several different 
occasions. This symptom lasted only a short time at each appearance. Cysto 
scopy done and the following noted: Bladder capacity 150 cc. Anterior bladder 
wall negative, posterior bladder wall negative except an area about the size of 
quarter around the left ureteral orifice which was ulcerated and congested with 
marked retraction of the ureteral orifice. Catheterization of the ureter was at- 
tempted, but due to the retraction and ulceration was unable to locate the orifice 
Right ureter was catheterized; no obstruction met; urine clear; sent to laboratory 
for study. At a later date indigo-carmine was injected but I was never able to 
see it coming from the left ureter—it was readily seen coming from the right side 
Laboratory reported many staphylococci from right side. Right ureter was cathe 
terized again and functional test done. Kidney showed about 25 per cent. Con- 
bined functional showed 60 per cent. Laboratory reported T. B. found under 
repeated examinations with urine drawn under aseptic precautions from bladder. 
The pathology present about the left ureter was very suggestive of T. B. and with 
the T. B. found in the urine the diagnosis was confirmed. On account of the fune- 
tional test being below par on the good side operation was not advised at this time 
Operation at a later date was done and a tuberculous kidney removed. 


BLADDER AND KIDNEY INFECTIONS. 

Cystitis as a disease primary in origin is rare and it is usually representative 
of some coexisting infection along the uro-genital tract. Majority of infections 
of the bladder are bacterial in origin, though chemical or toxic influences ma 
produce inflammatory changes. Since the introduction of the cystoscope, ureter 
catheter, and improved laboratory methods, our knowledge of bladder infection 
has increased. By these methods we are able to eliminate many of the inaccurate 
diagnoses and to stop calling all cases of cloudy urine cystitis. Non-bacterial 
cystitis may be the result of chemical, mechanical, or traumatic influences, but 
the three most important predisposing factors to bacterial invasion of the bladder 
are trauma, congestion, and retention. Rough insrtumentation, tumors, stone, 
and foreign bodies in general will produce trauma and a secondary cystitis. Cor 
gestion of the bladder from exposure to cold, saturation of the urine with various 
salts, excessive intercourse, and alcoholism predispose to bladder irritation. Re 
tention of the urine is the most common factor in producing cystitis. Prostate 
obstruction, carcinoma, contracture of vesical neck, stricture of urethra, tumors 
diverticula, and various spinal cord diseases and tabes cause retention of urine 
with a resulting cystitis. Colon bacillus, tubercular bacillus, typhoid bacillus 
and gonococcus are the bacteria most frequently found in the bladder. Mest ¢ 
the acute bladder conditions are coccal and the chronic bacillary. Kidneys and ure 
thra are the two most common ways of bacterial invasion of the bladder, but i 
fection can occur from a neighboring focus and by the circulation. — I will not dwell 
in detail on the pathology noted in acute and chronic cystitis, but will enumerate 
a few of the changes present in the bladder mucosa and musculature in both cot- 
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ditions. In acute cystitis, the appearance of the mucus membrane is one of 
congestion and redness and this is particularly well marked about the trigone and 
vesical neck. Mucus membrane is swollen and loses its glistening, shiny appear- 
ance and is thrown into folds and elevations with hemorrhagic spots here and there. 
The bladder musculature is thickened and swollen. In chronic cystitis, mucus 
membrane becomes slate-colored and mottled in appearance while irregular bullous 
elevations and projections are seen here and there. Musculature becomes very 
much thickened and as a result the bladder capacity is markedly diminished. 
Symptoms of acute and chronic cystitis are hard to differentiate clinically. Card- 
inal symptoms are: frequency of urination, pain, pyuria, and hematuria. Diagnosis 
of cystitis should not be based on symptoms but a thorough search of the entire 
uro-genital tract should be made to locate the focus of infection. The most in- 
telligent way to diagnose a resistant case of cystitis is by the use of the cystoscope 
and ureter catheter. If a case of cystitis does not abate in two weeks to the stand- 
ard bladder therapy, the infection should be searched for either in the upper or 
lower uro-genital tract. At least 75 per cent of bladder infections are renal in 
origin, hence the importance of ureteral catheterization and study of the cathe- 
terized specimen bacteriologically. The classical symptoms of cystitis, pain, 
frequency of urination, and pus are also found in infections of the upper and lower 
uro-genital tract, so it becomes necessary to make a diagnosis by exclusion. The 
usual renal infections requiring elimination are pyelitis, pyelonephritis, pyone- 
phrosis, tuberculosis, and renal calculus. Infections below requiring elimination 
are stricture of urethra, prostatitis, seminal vesiculitis, posterior urethritis, and 
bacteriuria. The cardinal symptoms of renal infections are bacteriuria, pyuria, 
temperature, pain and sensitiveness in the loin and back, with frequent and painful 
urination. The treatment of cystitis consists in rest, heat, free catharsis, bladder 
irrigation with antiseptic solutions, anodynes, and the removal of the cause. With 
the report of a number of cases that came under my observation during my service 
in an Army Base Hospital, I hope to bring out the importance of a thorough 
urological examination in all cases of persistent cystitis and in renal infections. 
Will try and demonstrate the value of cystoscopy, ureteral catheterization, and 
study of the catheterized specimen bacteriologically, functional tests, pyelography, 
and radiography. 

Case 1. Soldier, entered hospital complaining of passing blood. Four years 
previous he had a similar attack. Complained of very little pain; looked well; 
saw active service in France; was dilated for a stricture while overseas; passed no 
blood overseas. 20 sound was passed; constricted area was found in the posterior 
urethra. Under rest, heat, and gradual dilation, hematuria promptly stopped. 
Cystoscopy at a later date revealed a large papilloma situated on the right lateral 
wall of the bladder immediately above the right ureteral orifice. 


Case 2. Soldier, entered the hospital suffering from painful, frequent and 
bloody urination; much tenesmus and urgency present; had been in this condition 
off and on for the last three years and had been under bladder irrigation for a long 
time, but without any results. Under cocain anesthesia, cystoscopy was done and 
the following noted; bladder capacity 40 ce.; entire bladder was markedly congested 
and inflamed. Large calculus was seen at base of bladder with an associated 
bullous edema of the trigone. Suprapubic cystotomy done and the stone removed. 
All symptoms promptly disappeared. 


Case 3. Soldier, entered hospital suffering from acute cystitis; terrific fre- 
quency and urgency of urine was present. Condition had been only for the past 
week. Denied any past venereal infection; had influenza three weeks previous; 
complained of some pain over both kidneys but it was mild in character. Rest and 
anodynes were given for a few days, then cystoscopy and ureter catheteriziaton 
done with the following noted: Bladder capacity 60 cc., anterior bladder wall 
negative; posterior bladder wall markedly congested and inflamed; trigone acutely 
congested; both ureters looked puffed in appearance; both ureters catheterized; 
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urine cloudy from both sides, specimen sent to laboratory for study. Laboratory 
reported at a later date colon bacillus and streptococci from one side and colon 
bacillus from the other. Case was one of hematogenous infection zZ. (bilateral 
pyelitis) following influenza. Renal lavage with silver salts soon cleared the case 
up. Had three such cases following influenza. 


Case 4. Soldier, entered hospital complaining of hematuria and a dull pain 
in the back. Had the condition off and on for the past twelve years; would go for 
months without any symptoms, then it would start in and bother him for months. 
Suffered no frequency or pain upon urination. Cystoscopy, double ureteral 
catheterization with x-ray catheters, and radiography with catheters in situ, was 
done with the following noted: Bladder capacity normal; anterior bladder wall 
negative; posterior bladder wall negative; both ureters normal; both catheterized; 
urine slightly cloudy from both sides; specimen sent to laboratory for study. 
Patient x-rayed with catheters in situ; x-ray negative; laboratory reported colon 
bacillus and streptococci on one side and colon bacillus on the other. Case proved 
to be one of bilateral renal pyelitis. Renal lavage with silver salts produced 
excellent results. 


Case 5. Mrs. M., wife of a line officer. Entered hospital complaining of pain 
in the right kidney region of four years’ duration. Kidney palpable and movable. 
Had been having chills and fever every few months with great loss of weight; right 
kidney was very sensitive to the touch at times, and she could stand no pressure like 
a tight band around the right side at any time; had to discontinue wearing corsets; 
complained of passing large amounts of pus whenever she would have an attack 
of pain followed by fever and chills; at times she would have some bladder disturb- 
ance. Urinalysis showed pus, and leukocyte count was 20,000. Cystoscopy, 
ureter catheterization, functional test, and radiography done with the following 
noted: Bladder capacity normal, anterior bladder wall negative; posterior bladder 
wall showed a chronic inflammation; muco-purulent masses were seen floating 
about the base of the bladder; trigone chronically congested; both ureters normal 
in appearance. Right ureter catheterized and a distinct obstruction was met about 
4 cm. from the vesical orifice; left ureter was catheterized, no obstruction met; 
urine clear from the kidney. Functional test showed the left kidney 40 per cent. 
X-ray with catheters in situ showed a calculus in right kidney with an enlarged 
kidney; left kidney and ureter normal. Obstruction in the right ureter was evi- 
dently due to a chronic thickening of the ureter due to the infection from above. 
Nephrectomy was done and multiple abscesses of the right kidney with a stone were 
found. Kidney was just a shell. 


Case 6. Soldier from overseas, came in to the hospital suffering from cystitis 
which he said was of eight years’ duration. Had previously had a suprapubic 
done for contracture of vesical neck but did not get a very good result as he still 
suffered from the frequent painful urination. Had at one time passed renal 
calculus. General condition good. Cystoscopy done and the following noted: 
Bladder capacity 40 cc.; much tenesmus and urgency was present during the 
cystoscopy; anterior bladder wall was congested and the old cicatrix of the former 
operation was slightly ulcerated; posterior bladder wall was markedly congested 
and thickened; trigone was chronically thickened and congested; both ureters were 
apparently normal in appearance; both catheterized and an obstruction was met 
in the right ureter about | or 2 cm. from the vesical orifice; left ureter was cathe- 
terized; no obstruction met; urine clear from that side; specimen sent to laboratory 
for study. Patient x-rayed with catheters in situ; results of radiography were 
negative. At a later date I dilated the stricture of the ureter on the right side. 
After about three dilations I did a double ureteral catheterization, functional test, 
pyelography, and radiography which proved negative, as did the catheterized 
specimens sent to the laboratory. Repeated Wassermanns were negative, as were 
urinalysis for T. B. The above examination excluded the upper uro-genital tract. 
A catheterized specimen from the bladder obtained under aseptic precautions 
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was sent to the laboratory and colon bacillus found in large numbers. I requested 
an autogenous vaccine and began the vaccine treatment on the case in conjunction 
with instillations of 25 per cent. argyrol, acid sodium phosphate 20 grains daily 
with 10 of urotropin and the results were very pleasing. Case proved to be a 
severe colon bacillus infection of the bladder with phosphaturia. 


Conclusions: 1. In all cases of cystitis that do not respond to the standard 
therapy of treatment in a reasonable length of time, cystoscopy and ureteral 
catheterization should be done and where indicated functional tests, pyelography, 
and radiography. 2. Renal infections cause nearly 75 per cent of bladder in- 
fections and should be searched for early. 3. In all cases of obscure abdominal 
pain where the diagnosis is not well established, and this is particularly true in the 
appendix region, the patient should be subjected to a thorough urological examina- 
tion to exclude pathology in the upper uro-genital tract. 

DISCUSSION. 

Dr. C. B. Taylor, Oklahoma City: I want to congratulate Doctor Sanford, 
first, for the remarkably concise and complete way in which he presented a subject 
of such magnetism, and I do want to emphasize what he so well brought out. 

First: Cystitis. Since we are making more and more use of the cystoscope, 
an instrument of precision, we find that a very small per cent of cystitis is primary; 
look above or look below, if you do not find it in the urethra, look higher through 
the urethra up to the kidney. In cases of referred pain, ureteral catheterization 
is imperative. You will find scattered through the report cases that have had the 
wrong kidneys removed, whose condition was diagnosed clinically without the 
cystoscope, and without the ureteral catheter because of the referred pain, tuber- 
cular kidney, and once in a while having pain on the opposite side, having a sound 
kidney removed, leaving the patient with no kidney at all. The value of the cysto- 
scope is being appreciated, I think, more and more by the general surgeon. The 
careful general surgeon nowdays, in all obscure abdominal pain, is calling for the 
urologist to help him in his diagnosis. In the past at Camp Beauregard we had a 
man who had been operated on for chronic appendicitis and he didn’t get well, in one 
hospital in Texas; in another hospital in the south he was operated on for a gall- 
bladder condition, and he didn’t get well; came up before the disability board for 
a discharge and they advised a complete renal examination; he was found to have a 
deformity, which was corrected, and the man was completely restored to health. 
He was on the point of having physical disability and given a pension because no 
one had thought to run a renal catheter to his kidney and find out. 

I think when the general surgeon will call to his aid a urologist, he will have 
a great deal more success in cases of chronic appendicitis than he has at present. 


Dr. R. T. Edwards, Oklahoma City: Gentlemen, I was passing down the street 
in Oklahoma City the other day and the wind was blowing; passed a corner, a 
number of ladies passing by, skirts blew up there, a handsome young man just in 
front of me, and he saw something and he stopped and he turned around to me and 
he says, “Did you see what I saw?” I says, “I don’t know, what is it?” He says, 
“Why, I saw a snake.”’ Doctor Lain, I don’t know whether he went to the same 
dinner that I did Sunday night or not, but I am satisfied his auto-intoxication 
was not half as bad. I have enjoyed this paper from Doctor Sanford very, very 
much indeed. 

I claim particular credit from the fact that Doctor Sanford is located in Mus- 
kogee, and I think that the physicians of Muskogee owe me a little vote of thanks 
because you have a splendid young man here in the urological line in your midst. 
Doctor Sanford has proven himself a very worthy man. His subject has been most 
thoroughly covered and I do not know of any remarks that I could make, that I 
care to make, except those of commendation, with, perhaps, this point. 

All obscure pain about the lower abdomen, all cases of obscure pain should, 
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by all means, have a cystoscopic examination and a ureteral examination, a bladder 
examination, conditionally, that there are symptoms of cystitis, pain, frequent 
urination, and the passage of blood. There are cases that do not have these symp- 
toms in which I think it would be more conservative treatment to avoid a cysto- 
scopic examination, except by a man familiar with those instruments. I think 
that is the only point, the only criticism that I could possibly make on that paper, 
except one, as I say, that of commendation. 


Dr. J. S. Hartford, Oklahoma City: The improvement upon the cystoscope 
and the x-ray interpretation of cystoscopic work has made possible the presenta- 
tion of the paper we have heard. They are to emphasize certain pelvic conditions 
where the diagnosis is not clear. That a cystoscopic examination should always 
be made, especially in this class of cases, women who are approaching the meno- 
pause with diagnoses of deviations of the ureter or a condition of pathology that 
may require the removal of the uterus, in those particular types of cases I think 
that cystoscopic work should always be done. 

The second class of cases which have presented much trouble in diagnoses 
is the appendix, and chronic gall bladders, and cystitis. I think in this class 
of cases we should always have an interpretation given us, and in kidney con- 
dition by the aid of cystoscopic work. I am hoping that our men in this line of 
work will develop a little better technique in bringing out the pelvis of the kidney. 
It seems as though the x-ray sometimes tries to lie to us about what tt sees in 
the pelvis of the kidney. Now, regarding this particular thing, there is room for 
improvement. 


Dr. W. J. Wallace, Oklahoma City: I want to compliment Doctor Sanford on 
his most excellent paper, it is so very real and it covers every phase of the situation 
that I do not know just exactly how to begin my comments. Only to again emph- 
asize the point, as others have, about the necessity of a cystoscopic examination 
in all these chronic pains in the abdomen. There is no doubt many a person that 
has been operated on for appendicitis, gallstones, tube troubles, have had 
something wrong in the urological line, such as obstruction of the urethra; taking 
the ureter, it is thickened following a pyelitis; we have pathology of the entire ure- 
teral tract which extends into the bladder and which can radiate a great many ad- 
hesions and pains, referred pains, which would throw a great many of the sur- 
geons off. 

Now, as to cystitis, I frequently have cases referred to me; they say, 
“Doctor, this patient is suffering from cystitis." An examination shows a fairly 
good condition of the bladder, maybe with the exception around one or the other 
orifice, with a showing of an inflammation; this showing is perhaps from an 
edemic, or a pyelitic, condition higher up which has caused it, and sometimes 
simulates a typical cystitis or pyelitis. We have following that frequency of 
urination, especially when the bladder is filled and we desire to urinate. We do 
not mean we have a cystitis, we frequently have vaginitis in the female, and as 
the cystoscope reveals no cystitis whatever, simply urethritis and inflammation 
at the neck of the bladder, or else trigomentous. 

I think all chronic cases of gonorrhea, chronic cases of prostatitis that come 
to us, should be cystoscoped, and it is well enough to introduce a catheter into each 
one of the pelves and culture the urine for examination. It is very easy, and 
you can do that in your office. As for the pictures, it is best to make two. 
First: With your opaque catheter of the ureter, that gives you a clear outline 
of the ureteral tract and the pelvis of the kidney. Following that I inject tho- 
rium and take another picture which makes it clearer, shows the outline of the 
pelvis. 

I prefer thorium to sodium bromide, it may be because I have not used sodium 
bromide very much. The doctor has certainly covered his subject and it is a 
very interesting one, I only hope the general surgeon and the other people will 
refer the cases to the cystoscopist before they do border line operations. 
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- “Dr. Julius Frischer, Kansas City, Mo.: Doctor Sanford has used extreme 
care, has been very thorough in his work, and we can only give him the highest 
praise for the work that he is doing in urology. Now, he is absolutely a 
pioneer, as far as I know, in regard to the use of sodium bromide for pyelography, 
I never heard of it previously, and I hope he goes farther in his investigation. I. 
at least, will try sodium bromide in seeing what it will do and how far it will go. 
The price of thorium is outrageous, they charge you six or seven times or ten times 
what it is worth, and if sodium bromide will replace thorium, why, I believe it 
will be a very good thing. Besides that, Doctor Sanford speaks of the sedative 
effect of the sodium bromide. You undoubtedly must get some sedative effect 
from sodium bromide if you use it, so we have to compliment Doctor Sanford again 
on his excellent work. I hope he continues in his good work. 


The Chairman: There are possibly a few points which I would like to call 
Doctor Sanford’s attention to, and the other urologists, and that is in the case of 
cystoscoping cases of infection below the bladder. Those of you who have 
had experience in the matter know, and I have oftentimes found, after passing 
your cystoscope you may have an epididymitis, or you may have a seminal vesi- 
culitis. You probably already have your vesiculitis, and from my experience in 
cystoscoping cases having an infection below the bladder, unless you are sure that 
the case is chronic, in all acute cases, practically all acute cases, of infection below 
the bladder; we will have undoubtedly some discharge, having probably ninety 
per cent of those cases are gonorrhea and can be diagnosed, but other cases do 
not, that have a discharge, that have an infection of the urethra below the 
bladder, of the exernal urethra, it is not gonorrhea. 


I have had experience in the past year with three or four very difficult cases 
tocure. They were not gonorrheal, they were staphylococcic, and I would suggest 
that we hesitate in passing the cystoscope in those cases until they have become 
chronic, anyway. 


Another thought suggested in the paper, which I would certainly com- 
mend, are those cases of ureteral calculi lodged in the ureter. All of 
you know that operation on the calculus that is lodged in the lower ureter is a 
difficult operation and must be undertaken with care. They are not only difficult 
but they are hazardous; how can those calculi be removed? In my experience, 
since I have been in Oklahoma, with three cases, I have removed them all through 
dilatation, a dilatation of the ureter below the calculus. The Doctor did not men- 
tion how these were removed, I just wanted to call your attention to that point. 
In all three of these cases, by dilating the ureter below the calculi by 
a large sound or a large catheter, the stone usually set up sufficient irritation 
to produce spasmodic contraction of the ureter, and the stone passed 
down at least to the mouth of the ureter, and was removed with a pair of 
forceps and the cystoscope. And it is also inferred by one of the speakers that these 
cases should be referred to the urologist for examination. I go a good deal further 
than that. I should say that they should be transferred to the urologist for treat- 
ment. Those cases properly belong to the urologist; I think it is out of the domain, 
altogether, of the general surgeon to operate these cases, and I am absolutely sure 
that the urologist is the man who should treat them, whether operative or medical. 


Doctor Sanford has rendered us, gentlemen, a real service in re-emphasizing 
the importance of these thorough examinations. 


Doctor Sanford, closing: I have nothing to add, except to thank the 
gentlemen for the kind remarks. I think I can go away feeling that I have ac- 
complished my object, and that is to make the profession at large realize the im- 
portance of a urological examination, in cases that are not definitely established 
and also to have them realize the importance of cystoscopy and ureteral cathe- 
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terization in persistent cases of cystitis. J will feel then that I have done something 
that amounts to some good. 

In regard to Doctor Hays’ remarks on ureteral calculus; personally, I think 
and firmly believe that if the ureteral calculus is low down and you have an operat- 
ing cystoscope, dilatation of the ureteral orifice, possible a meatotomy of 
of the orifice, with the injection of sterile olive oil or something of that character, 
and removal with small operative cystoscope, I think that is the thing to do: 
referring to the operative procedure, if the condition is higher, of course, an extra- 
peritoneal incision is made and the stones properly removed. 

In regard to the remarks made by Doctor Hays in cystoscoping conditions 
in the lower genital tract, I think I made it clear that if the condition was in the 
lower genital tract, such as the prostate, urethra and vesicles, it would not be 
necessary to cystoscope, because you could definitely determine that your trouble 
was in the lower urethra, but the cases that I have special reference to were cases 
that have cystitis, where you can exclude absolutely gonorrheal infection, but 
where they do not respond to standard bladder therapy. 


GUNSHOT FRACTURES. 


J. A. Blake, New York (Journaj A. M. A., Sept. 6, 1919), describes the characteristics of fractures 
due to gunshot wounds, according to the nature of the projectile and the bone involved. It was found 
that operation to prevent or eliminate infection was not indicated in wounds caused by rifle balls, when 
the wounds of entrance and exit were punctate, but was indicated in all fractures caused by shell or 
grenade fragments. With shrapnel-ball wounds it was indicated only if good technic was possible 
Consensus of opinion was that the operation should be limited to that necessary to prevent contamina- 
tion and remove actually detached fragments. Primary and delayed suture of the accompanying 
wounded soft parts could be carried out by a good surgeon under favorable conditions when continued 
observation was possible. With infection present or anticipated, free independent drainage was im- 
perative. As regards transport of fractures, he says nothing more than that traction is absolutely 
necessary, and that the Thomas leg and arm splints are the most efficient for the purpose. In regard 
to the treatment until consolidation and return of function, that of suspension and traction by proper 
weights and pulleys is most satisfactory. The principles of treatment are given, based on the fact 
that in every fracture of a long bone the proximal fraction tends to occupy a certain position, determined 
by the muscles attached, which may be called its place of election or rest. This tendency is readily 
modified up to certain limits by external force. Traction of the distal fragment prevents overriding and 
shortening and harmful angulation, while proper suspension permits a certain amount of movement 
in bed without disturbing the bone. A little amount of motion between the fragments does not delay 
union, but seems to aid it. With traction and suspension properly applied, it is possible to move all 
joints of the leg during the treatment. The general rules are to avoid actual fixation, to employ traction 
to the greatest possible extent for overcoming deformity, and to afford the greatest freedom of movement 
The chief and underlying principle is conservation of function. In no case of arm and leg fracture 
are circular bandages employed, but some modifications must be used in fractures of the femur. In 
many fractures of the lower third of the femur, the axis of traction must be lower than the axis of the 
proximal fragment, and support be given below the distal fragment. When possible, in all thigh bone 
fractures, skeletal traction, preferably with Ransohoff’s tongs, is made directly on the lower fragment, 
and in some cases of fracture of the lower third, the tongs may be used to lift the distal fragment into 
position by elevating the axis of traction. Some other points are mentioned in detail, and while it is 
impossible to make a statistical comparison of end-results because of the short stay of patients during 
convalescence, the results at the end of the war, as far as gunshot fractures are concerned, were beyond 
comparison with those obtained at the beginning. The treatment is also shown as possessing like ad- 
vantages in the small number of similar civilian cases. 


Beware bootleg liquor, warns the United States Public Health Service, for much of it contains 
wood alcohol and other poisons. An ordinary swallow of wood alcohol may produce death or blindness. 
DON’T RISK IT. 

Keeping physically fit is the first rule to be observed in keeping well, says the United States 
Public Health Service. Exercise is necessary to health. 

Too much sleep is almost as injurious as not getting quite enough, says the United States Publie 
Health Service. The average adult should sleep eight hours in every twenty-four 
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Local news of possible interest to the medical profession, notes on removals, changes in address, deaths and weddings 
will be gratefully received. 

Advertising of articles, drugs or compounds unapproved by the Council on Pharmacy of the A. M. A. will not be ac- 
cepted. 
Advertising rates will be supplied on application. It is suggested that wherever possible members of the State Associa 
tion should patronize our advertisers in preference to others as a matter of fair reciprocity. 








EDITORIAL 








THE DISABLED SOLDIER. 


Surgeon General Rupert Blue, U. S. P. H. S., noting that reports coming to 
his office indicate that men entitled to free treatment under the terms of the War 
Risk Act, are spending their own money for treatment they may and should receive 
free, asks physicians everywhere to co-operate in seeing that injustice is not done 
the soldier who may not know his rights. It should not be forgotten at the outset 
that the returned soldier entitled to treatment does not have to carry his War 
Risk Insurance Policy to receive such treatment; that has nothing to do with it; 
the War Risk Insurance Act, among other things, in addition to provision for carry- 
ing insurance policies, which is not obligatory on the man; provides that he shall 
receive free if he wishes, the following benefits: 

Examination to determine his disability on application to any examiner, 
provided he establishes his identity as the one holding the discharge or certified 
copy of such. He must produce an honorable discharge before anything can be 
done for him. 

Treatment includes every necessary drug, hospitalization, appliances, even 
the costlier vaccines and sera, when indicated, in fact anything he may need. 
Transportation to and from place of examination, meals, etc., if necessary, are 
furnished. ‘Those confused as to their rights should apply to any branch of the 
Red Cross, American Legion, Health Officers, any of which will advise him the 
the course to pursue. Fitness to receive Vocational training rests on examination 
to determine if man is so disabled that he cannot follow his former calling. Com- 
pensation allowed for disability is based on estimated percentage of such disabil- 
ity, and is paid in lieu of Vocational training. Expenses of such training, of 
course are liberally provided for. 
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Expert consultants are to be secured for both examination and treatment in 
any case necessary. Most examiners have their own advisers to whom they refer 
special cases. 

Any physician treating an ill or injured soldier, whose plight arises from his 
army service, or which existed prior to his entering the army, without notifying 
the man of his right of every phase of free aid belonging to him, indeed robs one 
lit tle able topay the price. 

Criticisms of delay in securing compensation, Vocational training or treatment, 
should be taken with considerable circumspection. Naturally, some rascals got 
into the army, malingerers and crooks capitalizing their uniform have worked 
thousands of organizations, especially the Red Cross, which often are impractically 
constituted to determine the angles. In some cases conditions have disgusted 
good men; accidents in transmission of claims, etc., have delayed aid, seemingly 
to an inexcusable degree, but such cases are few and more than offset by the good 
done the mass. Most of the men and institutions receiving patients are the best 
obtainable for the task. All these forces should be given aid and time from every 
physician in systematizing the great work to its highest efficiency. 


SHOULD DOCTORS ADVERTISE’ 


(This unusually intelligent summing of conditions affecting our profession is 
clipped from The Oklahoma City News of January 24th; will be found in the column 
known as the “Referee,”’ signed by G. B. P. It is deemed more than worthy of 
reproduction.—Editor. ) 


Should doctors advertise? 

I heard some men discussing that old, old question the other day. 

The medical profession is full of ethics, as anyone will know who has seen 
more than one physician on a single case. 

One of the things barred by the ethical rules is advertising. 

And properly so, I believe, insofar as bragging in print about one’s professional 
prowess is concerned. 

Big, black display type, telling of the individual ability of Doctor Soandso 
as against any and all competitors just wouldn’t seem right. 

But, while the individual should be barred completely perhaps from adver- 
tising, the profession as a whole in my opinion should not. 

A medical association, for example, should be entitled without any breach of 
the proprieties to inform the public something of the investment involved. 

There is a distinct commercial side to the doctor business. 

In fact, the person who becomes a full-fledged physician invests more in time 
and money before he ever takes in a dollar than does the member of nearly any 
other profession. 

Eight years is about the minimum. The outlay for schooling and books and 
travel is great. The time before earning actually begins is indeed long. 

Under the commonly accepted rule of commerce therefore, the doctor is 
entitled to interest on his investment—to fair pay for services. 

But, as compared with the merchant or the clerk or the cook or the artisan, 
does he get his pay? 

He does not. 

A certain very considerable portion of nearly any doctor's work goes un- 
rewarded. 

Human nature is the reason. 

It is human nature to think highly of the doctor when you are sick and to 
regard him as an unnecessary burden when you get well. 
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As a matter of the “right now,” when pain grips you and fever rages, the phy- 
sician at vour bedside is the dearest person on earth. 

You want him to stay. 

When he leaves you want him to come back soon, and often. And you don't 
want him to pull any eight-hour-day stuff either. 

If vou are worse in the night, it’s up to him to come, regardless of lateness or 
weather. 

And during the convalescing stage vou desire unlimited free telephone advice 
about the progress of your case. 

By the time his bill arrives however you are at work, and feeling fine. Your 
illness is but an unpleasant memory, of which the doctor is a sort of background. 

And so his bill looks big no matter what it is. 

“Three dollars a call!” you shout. “Does he want me to help him become a 
millionaire?” 

Forgetting the while that had a plumber been summoned he would never stuck 
foot through the front door for less than a five case note, with extra for return after 
tools, plus carfare though he comes in a Ford, time and a half after five o'clock 
and double time for Sundays. 

And, in the instance of the plumber, hardly eight vears preliminary training 
hefore ever a bill was presented, 

The man who will smile and pass out a cigar while paying a $4.50 bill for having 
acarburetor cleaned and adjusted will frown and curse at a $3 charge for a treatment 
of the human machine. 

I contend therefore that the doctors are entitled to advertise some kind of a 
pay-as-you-enter system of collections. 

And since they don’t do it, I am doing it for them. 

Now is a time when doctors are working under strain. 

Any approach to as serious a flu situation as we had a year ago will mean a 
night and day rush for every physician in town. 

The doctors should receive consideration from the public and prompt and 
proper pay for services. 





PERSONAL AND GENERAL NEWS 








Dr. J. H. Beard, Watts, has moved to Beggs. 
Dr. Tom Boyd, Norman, was reported seriously ill with pneumonia during January 


Dr. H. O. Gowey, Newkirk, has purchased a twenty acre tract of land adjoining that city and 
will establish his home and a hospital upon the site. 

Dr. W. H. Ford, Kingston, said to have been attached to a Red Cross unit in Siberia, has been cap- 
tured by Bolshevist forces, according to press dispatches. 

Clinton will get the first of the State Tuberculosis hospitals according to dispatches; the buildings 
to cost $100,000 are exper ted to be complete by early summer. 

Dr. A. E. Hale, Alva, has returned to his home. After discharge from the army and overseas 
service he spent five months in eye, ear, nose and throat work in New York hospitals 
Dr. A. W. Pigford, Tulsa, has been clected first President-elect, following creation of that office 
in the Tulsa County Medical Society. Dr. Pigford is now Secretary, and was prior to entering military 
service 

Dr. H. M. Williams, Wellston, after seventeen years in that city is preparing to move to Okla- 
homa City. He is in New Orleans taking special work at Tulane and the clinics preparatory to taking 
up his new location. 

Dr. W. G. Phillips, Skiatook, was fired on from the roadside during the night by overzealous, 
and criminally inefficient deputy sheriffs. Cranking his car after making a country call, he paid no 
attention to a command to halt issued from the darkness until halted by a bullet; after being searched 
on the theory that he was a whiskey runner, he was allowed to proceed. 
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Sapulpa city commissioners found on opening bids for their proposed city hospital that they were 
short between thirty and forty thousand dollars of the needed amount. The $44,500 hospital fund was 
found to be inadequate by nearly one half. 

Dr. D. A. Myers, Lawton, Flight Surgeon, attached to military forces along the Mexicxn border, 
and Mrs. Myers, sustained severe injuries when their automobile was struck by a train. Dr. Myers 
writes that he was recovering, but that the Hudson could never regain its pristine worth. He philo 
sophically concluded that an Air Man had no business on earth anyway, and that hereafter he would 
remain up in safety in his natural element. 


Dr. O. L. Edwards, Shawnee, corresponding secretary of Pottawatomie County Medical Society, 
reports his annual meeting of January 21st as presenting the following features: Surgical clinic, City 
Hospital; Medical Clinic, Physicians Club Rooms; Banquet at the Rotary-Lions Club Rooms, con- 
spicuously dry on account of deprivation of the doctor's liberties during his helpless absence in war sery- 
ice. 

The election placed Drs. G. 5. Baxter, Shawnee, president; G. H. Campbell, Asher, and J. A, 
Walker, Shawnee, vice-presidents; T. C. Sanders, Secretary; O. L. Edwards, corresponding secretary 
and censor, and E. E. Rice, Shawnee, censor. . 

“Waste Products in Surgery.” was presented by Dr. Horace Reed, Oklahoma City, the paper 
being a plea for better surgery and that the patient was vitally concerned in the outcome of his case and 
should, therefore, have the possibilities of the operation explained at the outset. He also registered 
a protest against the indiscriminate slaughter of teeth and of tonsils that is now so much the vogue, 
except when there is conclusive evidence as to their being the offending members whose eradication will 
benefit the patient. 

Dr. L. A. Turley, Norman, talked on “Kidney Function,” illustrating his remarks by charts and 
pictures from original work he has done. 

“The Etiology and Treatment of True Asthma,” was presented by Dr. L. J. Moorman, Oklahoma 
City. He dwelt on the recent evidence that asthma is the result of foreign protein sensitization (in the 
majority of cases) and that the particular protein at fault can usually be determined by a cutaneous 
inoculation test, and then the asthma relieved by desensitizing the patient by means of an extract of that 
protein similar to the present treatment of hay fever. Further that some of the cases are due to the 
ingestion of a protein in the diet towards which the patient has an idiosyncracy. These cases are cured 
by finding the food at fault and eliminating it from the diet. It is thought that small amounts of the 
particular protein food-stuff will be obtained from time to time in some of the dishes of the ordinary 
dietary and thus may desensitize the patient in that manner. , 

Dr. Reed invited the Society to visit Oklahoma City at some future date, which invitation was 
accepted. 


The Midwinter Conference on Public Health and Legislation of the American Medical Associa- 
tion, called by the Council on Health and Public Instruction, meets in Chicago, Auditorium Hotel, 
March 4th. Dr. Frederick R. Green, Secretary of the Council, announces the following program: 

Chairman's Address, Dr. Victor C. Vaughan, Chairman, Council on Health and Public Instruc- 
tion, American Medical Association. 

Secretary's Report, Dr. Frederick R. Green, Secretary, Council on Health and Public Insturction, 
American Medical Association. 

“Standardization of Public Health Activities,” Dr. George E. Vincent, President, Rockefeller 
Foundation. 

“Standardization of State Public Health Organizations,” Dr. Chas. V. Chapin, Commissioner 
of Health, Providence, R. I. 

“Standardization of Municipal Health Organization,’ Dr. Allen McLaughlin, Assistant Surgeon- 
General, United States Public Health Service. 

General Discussion, opened by Dr. C. St. Clair Drake, Commissioner of Health, Springfield, 
Ill., and Dr. Ennion Williams, Commissioner of Health, Richmond, Va. 

Symposium on Health Education of the Public. 
“Health Education in the Public Schools—Thirty Years’ Experience in Michigan,” Dr. Victor 
C. Vaughan, Ann Arbor, Mich. 
“Health Education and Activities in Colleges and Universities," Dr. John Sundwall, Director, 
Students’ Health Service, University of Minnesota, Minneapolis, Minn. 

“Health Education a Function of Municipal Health Departments,” Dr. Haven Emerson, New 
York. 

“Health Education a Function of State Health Departments,’ Dr. W. S. Rankin, Secretary, 
State Board of Health, Raleigh, N. C. 

“Health Education a Function of the Federal Government,’ Dr. Chas. V. Bolduan, Director, 
Division of Public Health Education, U.S. Public Health Service. 

General Discussion, opened by Dr. John M. Dodson, Chicago; Prof. W. B. Owen, Superintendent, 
Chicago Normal College. 


The attention of our readers is called to the “Council-Passed” announcement of The Abbott 
Laboratories, on page 4 of cover. We bespeak for this advertiser the support and patronage of our 
members. This firm is doing splendid research work, and the scientific products which it is developing 
include medicinal chemicals never before made in this country. 

The research laboratories of several universities are co-operating with The Abbott Laboratories, 
to aid them in presenting to the medical profession original, scientific ideas in medicinal chemistry. 

Judging from the growth of The Abbott Laboratories, this original, scientific work is being ap- 
preciated by the medical profession. 
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Tom Lowry, Oklahoma City 
W. B. Pigg, Okmulgee 
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OFFICERS OF OKLAHOMA STATE MEDICAL ASSOCIATION, 


President—Dr. L. J. Moorman, Oklahoma City. 

President-elect—Dr. John W. Duke, Guthrie. 

Ist Vice-President—Dr. Jackson Broshears, Lawton. 

2nd Vice-President—Dr. G. Pinnell, Miami. 

3rd Vice-President—Dr. J. A. Hatchett, El Reno. 
Secretary-Treasurer-Editor—Dr. Claude Thompson, Muskogee. 

Assistant Editor and Councilor Representative—Dr. C. W. Heitzman, Muskogee. 





Delegates to A. M. A.—1920, Dr. LeRoy Long, Oklahoma City. 1920-1921, Dr. L. S. Willour, 


McAlester. 
Meeting place, Oklahoma City, May, 1920. 


COUNCILOR DISTRICTS. 


District No. 1. Texas, Beaver, Cimarron, Harper, Ellis, Woods, Woodward, Alfalfa, Major, 
Grant, Garfield, Noble and Kay. G. A. Boyle, Enid. 

District No. 2. Dewey, Roger Mills, Custer, Beckham, Washita, Greer, Kiowa, Harmon, Jack- 
son and Tillman. Ellis Lamb, Clinton. 

District No. 3. Blaine, Kingfisher, Canadian, Logan, Payne, Lincoln, Oklahoma, Cleveland, 
Pottawatomie, Seminole and McClain. M. E. Stout, Oklahoma City. 

District No. 4. Caddo, Grady, Comanche, Cotton, Stephens, Jefferson, Garvin, Murray, Carter, 
and Love. J. T. Slover, Sulphur. 

District No. 5. Pontotoc, Coal, Johnston, Atoka, Marshall, Bryan, Choctaw, Pushmataha 
and McCurtain. J. L. Austin, Durant. 

District No. 6. Okfuskee, Hughes, Pittsburg, Latimer, LeFlore, Haskell and Sequoyah. _L. 
C. Kurkendall, McAlester. 

District No. 7. Pawnee, Osage, Washington, Tulsa, Creek, Nowata and Rogers. N. W. May- 
ginnis, Tulsa. 

District No. 8. Craig, Ottawa, Delaware, Mayes, Wagoner, Cherokee, Adair, Okmulgee, Mus- 
kogee and McIntosh. C. W. Heitzman, Muskogee. 


CHAIRMEN OF SCIENTIFIC SECTIONS. 


Surgery and Gynecology.—Chairman, Dr. Ralph V. Smijh, Tulsa; Secretary-Vice Chairman 
Dr. Ross Grosshart, Wright Building, Tulsa. 

Pediatrics and Obstetrics —Chairman, Dr. C. V. Rice, Barnes Building, Muskogee; Secretary- 
Vice Chairman, Dr. J. Raymond Burdick, Ketchum Hotel, Tulsa. 

Eye, Ear, Nose and Throat—Dr. L. C. Kuyrkendall, McAlester. 

General Medicine, Nervous and Mental Diseases—Dr. Jas. T. Riley, El Reno. 

Genitourinary, Skin and Radiology—Dr. J. Hoy Sanford, Muskogee. 

Necrology Committee—Drs. C. W. Heitzman, Muskogee; John W. Duke, Guthrie; L. C. Kury- 
kendall, McAlester. 

Legislative Committee—Dr. Millington Smith, Oklahoma City; Dr. J. M. Byrum, Shawnee; 
Dr. J. C. Mahr, Oklahoma City. , 

For the Study and Control of Cancer—Drs. LeRoy Long, Oklahoma City; Gayfree Ellison, 
Norman; D. A. Myers, Lawton. 

For the Study and Control of Pellagra—Drs. A. A. Thurlow, Norman; L. A. Mitchell, Frederick; 
J. C. Watkins, Checotah. 

For the Study of Venereal Diseases—Drs. Wm. J. Wallace, Oklahoma City; Ross Grosshart, 
Tulsa; J. E. Bercaw, Okmulgee. 

Tuberculosis—Drs. H. T. Price, Tulsa: C. W. Heitzman, Muskogee; Leila E. Andrews, 
Oklahoma City. 

Conservation of Vision—Drs. L. A. Newton, Oklanoma City; L. Haynes Buxton, Oklahoma 
City; G. E. Hartshorne, Shawnee. 

Hospital Committee—F. S. Clinton, Tulsa: M. Smith, Oklahoma City: C. A. Thompson, 
Muskogee. 

Committee on Medical Education—Drs. A. L. Blesh; A. K. West; A. W. White, Oklahoma Citv 

State Commissioner of Health—Dr. A. R. Lewis, Oklahoma City.. 


STATE BOARD OF MEDICAL EXAMINERS. 


W. E. Sanderson, Altus; W. T. Ray, Gould; O. N. Windle, Sayre; J. E. Farber, Cordell; D. W. 
Miller, Blackwell; J. M. Byrum, Shawnee, Secretary; J. E. Emanuel, Chickasha; H. C. Montague, 
Muskogee. 

Oklahoma reciprocates with Georgia, Kentucky, Mississippi, Nevada, North Carolina, Wisconsin, 
Kansas, Arkansas, Virginia, West Virginia, Nebraska, New Mexico, Tennessee, lowa, Ohio, California, 
Colorado, Indiana, Missouri, New Jersey, Vermont, Texas, Michigan. 

Meetings held on first Tuesday of January, April, July and October, Oklahoma City. Address 
all communications to the Secretary, Dr. J. M. Byrum, Shawnee. 








